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INDICATIONS FOR AND RESULTS OF 
TOTAL CYSTECTOMY FOR CANCER OF THE BLADDER* 


BY WILLIAM C. 


HAT the present results of all forms of treat- 

ment of cancer of the bladder are bad must 
be acknowledged by all surgeons whose duty it 
is to deal with this very serious disease. The 
reasons for this fact may frequently lie in the 
delay in diagnosis attendant on any ailment of 
insidious onset as is this. Other and more im- 
portant reasons must be found, however, in the 
inability of the various forms of treatment to 
eradicate the growth and prevent its recurrence. 
The degree of malignancy also plays a part in 
some instances in contributing to this gloomy 
prognosis. As compared with other malignant 
tumors bladder carcinomata do not tend to be- 
come metastatic at a very early period in their 
growth. From this point of view, therefore, 
they should be more often cured than is evident- 
ly the case. 

The tendency for cancer of the bladder to be 
situated in the lower segment of this organ is 
well shown in the report of the Registry for 
Carcinoma of the Bladder recently published, 
which finds 76.6 per cent of the tumors so sit- 
uated. Thus to quote the report: ‘‘From the 
standpoint of surgical treatment only 23.4 per 
cent of the above tumors were readily accessible 
for complete excision without interfering with 
the ureter or the urethra.’’! This carries as its 
corollary the fact that even if the neoplasm be 
successfully obliterated, the function of the blad- 
der and kidney will often be seriously crippled 
thereafter. And this will be inevitable whether 
the form of treatment be by the use of radium 
in one or another form or if it be by surgical 
excision. 

The operative removal of the urinary bladder 
in its entirety carries with it the perplexities 
of the diversion of the urine and in my opinion 
in many instances it is this problem which has 
led the surgeon to choose methods of treatment 
of bladder cancer which are acknowledged to 
be less thorough than those which he willingly 
brings to bear on malignancy situated in other 

*From the Urological Clinic of the Peter Bent Brigham 
Hospital, Boston, Mass. 


Read at the Annual Meeting of the New England Surgical 
Society, Burlington, Vermont, September 28, 1934. 

7Quinby, William C.—Clinical Professor of Genito-Urinary 
Surgery, Harvard University Medical School. For record and 
address of author see ‘“‘This Week’s Issue,” page 524. 
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regions of the body. To remove the bladder, the 
site of a malignant growth of some extent, is 
not a very formidable operative procedure. Cer- 
tainly all will admit that by total cystectomy 
a better chance of removing the malignancy wiil 
be had, especially if it is at all extensive, than 
ean be hoped to follow merely local excision. 
But if the subsequent life of the patient is to be 
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Bladder showing typical carcinoma in its lower segment. 
Cystectomy eighteen months after first symptom and twelve 
months after first gross hematuria. Death of recurrent car- 
cinoma of lungs and bones two years after cystectomy. 


one of discomfort and the outlook for renal 
function only a steady decline, such an opera- 
tion will be thought by many to be hard to 
justify. 

After excision of the urinary bladder there 
are three methods of disposal of the urine; 
either it may be delivered directly onto either 
loin by pyelostomy or nephrostomy, or each 
ureter may be brought out to the surface of the 
body either in the high inguinal or lateral ab- 
dominal position, or each ureter may be im- 
planted into the bowel. The difficulties fol- 
lowing either of the first two methods are early 
infection of the kidney, besides the need for 
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some sort of apparatus to collect the urine and 
the attendant discomfort and complicated care 
of this. The dangers of the third method, that 
of uretero-intestinal anastomosis, are the risk 
of immediate peritonitis if the union between 
ureter and bowel is not well made and later of 
progressive infection of the kidney also due to 
improper anastomosis. After the first two types 
of disposal of the urine the patient leads but an 
uncomfortable existence, as a rule, constantly 
surrounded by the odor of decomposed urine. 
After the third type his existence is entirely 
comfortable, the rectum acting splendidly as a 
urinary receptacle. 

In order to determine the results of uretero- 
intestinal anastomosis quite independent of the 
factor of: malignaney one turns to its end re- 
sults in a condition in which this procedure is 
now extensively used; namely, exstrophy of 


In view of these facts it is clear that if the 
element of malignancy per se in patients af- 
flicted with cancer of the bladder does not add 
other insuperable risks, the anastomosis itself 
can be expected to be followed by success. There 
certainly seems no doubt that in selected cases, 
especially those in which eradication of the can- 
cer makes necessary severe crippling of blad- 
der function, total excision of this organ and 
uretero-intestinal anastomosis should be ear. 
ried out. 

Thus far at the Peter Bent Brigham Hos- 
pital, cases for total cystectomy have been cho- 
sen on the following criteria: (1) The growth 
must be in the lower bladder segment so that 
its removal would involve the sphincter or ure- 
teral orifice or both; (2) there must be no 
demonstrable metastases to the regional lymph 
nodes or to those of the aortie area; (3) on one 


The kidneys eight years after implantation of the ureters 
into the bowel. The left kidney shows evidence of previous 
pyelonephritis with shrinking. The right kidney appears nearly 
normal. Death from recurrent carcinoma in pelvis and rectum. 


the bladder. For this to-day it may be said to 
be the standard form of treatment. A commu- 
nication by Walters of the Mayo Clinic deals 
with the follow-up information in seventy-six 
patients. He reports three hospital deaths sub- 
sequent to operation. Twenty-seven had lived 
five years and thirteen ten years after opera- 
tion. In three the result of operation was un- 
satisfactory. ‘‘In 50 per cent of the cases there 
was no evidence of renal infection. In 20 per 
cent there were short periods of mild renal infec- 
tion, the interval between such periods in most 
cases was many months, sometimes years. Study 
of these patients by pyelography leads to the be- 
lief that the renal function is normal and that 
there is no dilatation of the pelvis, calices or 
ureters in cases in which the uretero-sigmoidal 
anastomosis is accurately carried out.’ This 
report gives emphasis to the similar opinion of 
other surgeons who have this type of patient 
under their care. 


side at least the kidney excretion and its pelvis 
and ureter must be normal; and finally (4) the 
microscope must show actively growing carci- 
noma. Patients showing cachexia or otherwise 
poor operative risks have been excluded. In a 
search for metastases x-rays of lungs and bones 
also are made. After cystoscopy,—possibly a 
eystogram as well—pyelography, and biopsy, the 
first operation is undertaken; frankly explora- 
tory. At this the peritoneum is opened, the in- 
testines entirely lifted from the pelvis, and ecare- 
ful examination made of the lymph node bear- 
ing areas on each internal iliae artery and at the 
aortic bifurcation in the presacral area. If any 
suspicious areas are found either on inspection 
or palpation, the parietal peritoneum is incised 
and the area removed for biopsy. In seven cases 
evidence of extravesical involvement was thus 
obtained of such an extent as to make cystectomy 
not justified. In the absence of such evidence 
one ureter is transplanted into the sigmoid. Re- 
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covery from this operation having taken place 
with establishment of renal activity into the 
bowel, at a second operation the other ureter is 
similarly transplanted and the bladder excised. 
I have not yet felt it wise to transplant both 
ureters at a single operation. Together with 
the bladder the prostate should be removed in 
the male, the whole urethra in the female. 

Ten patients, to date, have been treated by 
total cystectomy and uretero-intestinal anasto- 
mosis. One is alive, a woman, over three years 
following operation. There is no evidence of 
recurrence, the renal function as measured by 
the nonprotein nitrogen is normal and intra- 
venous pyelography shows renal pelves in sat- 
isfactory outline. Of the nine patients dead, 
two of the earlier ones died as a direct result 
of operation which was imperfect in one way 
or another. The remaining seven patients have 


died of recurrent cancer at shorter or longer 
periods after operation. In none of these, how- 


ever, was there any further acute difficulty on 
the part of the urinary tract. The patient long- 
est to survive operation lived just over eiglit 
years following cystectomy. Until the last year 
of his life he had been well and active. Signs of 
recurrent malignancy then appeared in the re- 
gion of the lower rectum. Of this he died about 
twelve months later. 

From my experience with these patients es- 
pecially when comparing their postoperative 
careers with those of patients whose bladder ecar- 
cinoma has been treated by radium or various 
combinations of radium and partial excision, I 
cannot but feel that total cystectomy should be 
employed more often than has been done in the 
past in our fight against vesical carcinoma. 
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URETERORECTAL ANASTOMOSIS* 


BY THOMAS N. 


PLATE 1. Shows two normal kidneys and ureters %efore 
operation. 


HEPBURN, M.D.t 


PLATE 2. Taken one week after the right ureter has been 
anastomosed with the rectum. Note: there is no excretion 
of Skiodan at that time. The left kidney is doing all the work. 


F all urologists had been as scientific and 
judicious as Dr. Quinby, the impulse for me 


to speak on this subject would not have arisen, 


*Read at the Annual Meeting of the New England Surgical 
Society, Burlington, Vermont, September 28, 1934. 


+Hepburn, Thomas N.—Urologist, Hartford Hospital. For 
record and address of author see “This Week’s Issue,’’ page 
524. 
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and I hope you will look upon my remarks as 
practically a discussion of one phase of his much 
more important subject. 


About ten years ago the urge to save time 
seemed to take hold of urologists in an effort to 
evolve a technique which would allow them 
to implant simultaneously both ureters into the 
bowel and thus repudiate the experience of the 
preceding twenty years that a unilateral im- 
plantation, one at a time, was a safer procedure; 
and it seems to me that this group of workers 
has become so engaged in the surgical, technical 
detail, that they have lost sight of the simple 
surgical principles which Dr. Quinby certainly 
had in mind, and which anyone with experience 


PLATE 3. Taken two weeks following the anastomosis. 
The right kidney is beginning to function, and the pelves and 
calyces are quite dilated as one would expect because of the 
obstruction at the anastomosis. 


on living human beings and not dogs, must 
have in mind. 

It is to recall your minds to these fundamental 
surgical principles that I am speaking now. 

The first surgical principle to be kept in mind, 
it seems to me, is the preservation of a contin- 
uity of renal function. The second surgical 
principle to keep in mind is that you are do- 


and you should certainly try to have both those 
structures in as nearly normal condition for sue. 
cessful healing as possible, that is, the rectal 
wall, and the small ureteral tube. The third 


surgical principle is that this procedure should 
be done in a way so as to preserve it from be. 
ing infected from the intestinal cavity as far as 
possible. 


Unfortunately, in a large proportion of the 


PLATE 4. Taken four weeks following the anastomosis. 
The excretion of the Skiodan is now as good as on the left side. 
Dilatation has slightly improved. It is now safe to work 
on the left side. 


cases in which ureterorectal anastomosis is indi- 
cated, one member of this partnership, your 
ureteral tube, is rarely in a normal, good condi- 
tion, and every effort should be made to get it 
in as good condition as possible, before attempt- 
ing to take it to partnership in a plastic pro- 
cedure. 

I should like to show you some rather poor 
slides to illustrate what happens to a ureter 
even when in good condition, following the 
traumatic procedure which, however delicately 
done, is sufficiently traumatic to cause an edema 
sufficient to close the drainage of that ureteral 


ing plastic work on rather thin, delicate tissues, 


tube. 
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The conclusion, therefore, is very obvious 
that where we are dealing with two normal kid- 
neys and ureters, only one ureter at a time 
should be implanted and at least two weeks 
should intervene between the operations, and 
that this period can now be surely checked up 
with safety by the use of x-ray plates follow- 
ing the intravenous injection of Skiodan. 

Unfortunately, however, in the majority of 
cases where this operation is indicated, one or 
both of the ureters are not normal, and we have 
not always two kidneys. The most frequent in- 


PLATE 5. Taken one week after the left ureterorectal anas- 
tomosis. There is no function of the left kidney at this ime. 


dication for this operative procedure is some 
pathology of the bladder, such as cancer, which 
has caused secondary dilatation and infection 
of the ureter, and one kidney may have been 
either removed surgically at some previous op- 
eration, or be functionally destroyed by infec- 
tion. In this group a preliminary nephrostomy 
draining the infected or dilated side or sides 
is as logical and as necessary before attempting 
a ureterorectal anastomosis, as a preliminary 
cystostomy is necessary before doing work on 
the urethra. 

For convenience we can divide the prelimi- 
nary nephrostomies into three groups: 


1. Where one Ureter is Infected or Dilated 


In this group, the procedure should be to do 
your ureterorectal anastomosis on the normal 
side, and at the same sitting do your nephros- 
tomy on the infected or dilated side, provided 
this side is functioning well. If not functioning 
well, preliminary bilateral nephrostomies must 
be done before any attempt at anastomosis. Two 
weeks later the good ureter may be anastomosed, 
and two months later the infected side may be 
done after investigation. 


2. Where both Sides are Infected and Dilated 


Here a bilateral nephrostomy can be done at 
one sitting. Then when the ureters have shrunk 
to their normal size, a bilateral implantation 
into the rectum may be done at one sitting; 


PLATE 6. Taken two weeks after the anastomosis on the 
left side. The function has come back to this kidney now, 
and the usual dilatation is noted. This picture is typical 
of the appearance of the pelves and calyces after a bilateral 
anastomosis has been done. It can be readily seen that had 
both of these ureters been anastomosed with the rectum at one 
operation, the probability of death from renal obstruction would 
have been very great. 


your nephrostomies in this case acting as per- 


fectly safe outlets from the kidneys. Before 
attempting the anastomosis of these dilated, in- 
fected ureters their condition should be tested 
by direct pyelo-ureterograms made by injecting 
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Skiodan into the nephrostomy tube. ‘It will be 
found that it takes about two months to get 
the ureters to contract and heal enough for a 
safe anastomosis into the rectum. 


3. Where You Have Only a Single Kidney 


In such a case a preliminary nephrostomy 
should always be done. Where the ureter is 
normal, ureterorectal anastomosis may be done 
at the same sitting with the nephrostomy, but 
where the ureter is dilated or infected, the pre- 
liminary nephrostomy must be allowed to exist 
for any length of time necessary for the ureter 
to shrink to its normal size before attempting 
ureterorectal implantation. No nephrostomy 
should be allowed to close until the anastomosis 
is demonstrated to be functionable by x-ray 
after the injection of Skiodan through the neph- 
rostomy tube; or by indigo-carmine injection 
into the nephrostomy tube with a rectal tube 
in position. 


The best operative technique for ureterorectal 
anastomosis is now pretty well agreed upon. 
This is the suprapubic, transperitoneal ap- 
proach. The ureter is exposed through a slit in 
the parietal peritoneum as it crosses the pelvic 
brim and is freed up to within about 3 em. of the 
bladder. It is implanted diagonally in the up- 
per rectum so as to form a valve by running 
it for 2 cm. between the muscular and mucous 
layers before entering the rectal lumen. The 
object of this valve is to prevent back pressure 
and infection. Recently this object has been 
defeated by those who have advocated inlying 
catheters. I can think of no more efficient way 
of assuring prompt infection of a sterile ureter 
than having such a drain running from this in- 
feeted rectum. 


SUMMARY 


No program for ureterorectal anastomosis 
should be encouraged unless built around the 
following surgical principles: 

First, the preservation of renal function. 

Secondly, the restoration of the dilated, in- 
fected ureter to approximately normal before 
attempting its anastomosis into the bowel. 

Thirdly, the prevention of ascending infection 
from the rectum. 

The use of inlying catheters advocated for 
bilateral simultaneous implantation, although it 
preserves the renal function during the period 
of operative edema, always violates the third 
surgical principle in that it acts as a wick to 
earry infection from the rectum to the ureter. 
It violates the second and third law in dilated, 
infected ureters, and this forms the larger group. 


CONCLUSION 


One ureter at a time should be anastomosed, 
and preliminary nephrostomies should always be 


done in single or infected kidneys. No inlying 
catheters should be used. 


DISCUSSION 


Dr. GeorGe G. SmiruH: Dr. Quinby has summed up 
very well the general indications for total cystectomy, 
the terrible fate of these patients who do not have 
something radical done, and the impossibility of re- 
moving growths around the bladder neck, or curing 
them by radiation or resection. 

There is also another type of case which seems to 
me to call for total cystectomy, and that is the type 
in which tumors of rather low malignancy keep re- 
curring all over the surface of the bladder. I have 
had many of these cases where for years I have strug- 
gled with the constantly recurring tumors, burning 
them off through the cystoscope and implanting ra- 
dium, and the result after five or six years, or may- 
be more, is one of two things: either the tumor be- 
comes more malignant, as I believe it will in time, 
and penetrates the bladder wall and kills the patient; 
or the bladder becomes so fibrotic and ulcerated from 
the constantly recurring burnings and radiations, 
that it holds practically nothing and may even bleed 
to such a degree that some radical treatment is neces- 
sary. 

I cannot agree with Dr. Quinby about the bad re- 
sults of ureterostomy. My first experiences were with 
ureteroenterostomies, and they were so discouraging 
that I decided to try ureterostomies, bringing the 
ureters out just inside the antero-superior spine; 
these ureters were drained by catheters continuously 
for the remainder of the patient’s life. I have usually 
left in about a sixteen or eighteen French whistletip 
catheter, inserted until the end just lies within the 
kidney pelvis. A flange of some type is fastened 
about the catheter at the proper distance from the 
tip and held against the abdominal wall by two strips 
of adhesive, or a belt, if the patient prefers. 

The catheters are drained into small hot water 
bottles, held at the side of the patient’s legs. The 
two objections Dr. Quinby brought up against this, 
the urosepsis and the constant leakage of urine, do 
not obtain. One woman wore catheters this way for 
four years, and died of carcinoma of the gall bladder. 
Her kidneys at autopsy were in perfect condition. 

If the catheter is properly set, adjusted so it lies 
within the kidney pelvis, there will be no urinary 
leakage. A large enough catheter will be passed 
up the ureter to block it effectually, and if the 
catheter is kept open, the urine will come through it 
and not around it. 

The patients become very adept in looking after 
these catheters. I think the situation is comparable 
to a colostomy; nobody wants two catheters sticking 
out of his abdominal wall, but that is probably better 
than dying of cancer of the bladder. 

I am not making this a plea for ureterostomy in 
all cases, and also I am not saying ureterostomy 
can be done without danger, because in a certain 
percentage of cases I have found that the ureters 
slough just where they penetrate the abdominal 
wall, and in some of the cases I have had to reoperate 
and pick up the ureter from the bottom of an 
abscessed cavity and bring it out. 

Ureterostomy can be done at the same time that 
total cystectomy is done, without increasing the 
length of time of the operation by more than perhaps 
fifteen or twenty minutes. 

The technique which I have followed in doing 
total cystectomy in the male has been first to make 
a perineal incision, cut off the urethra, and free 
the prostate, as if I were about to do a total 
prostatectomy. After the neck of the bladder is freed, 
I go in above and remove the bladder. 

The operation in itself is not particularly difficult. 
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I have done twenty-one total cystectomies. Eleven 
were accompanied by ureterostomy, of whom seven 
lived and four died. Nine were accompanied by 
ureteroenterostomy. Five lived and four died. One, 
accompanied by nephrostomy, died a year later with 
formation of renal stone. Of those who recovered, 
five are apparently well. Five died of carcinoma, 
one of cerebral hemorrhage, and one of renal sepsis 
one year later. 


Dr. E. GRANVILLE CRABTREE (Boston, Mass.): Mr. 
President and Gentlemen: In this excellent consid- 
eration of total cystectomy and ureterorectal anasto- 
mosis, by Dr. Quinby and Dr. Hepburn, possibilities 
of radical surgery for cancer of the bladder are 
skillfully set forth. 

With these possibilities in mind let me call to 
your attention that if there is one phase of surgery 
in which the sociological side needs consideration it 
is cancer of the bladder. There is no doubt that 
in exstrophy of the bladder and other urinary ab- 
normalities it is necessary to place these unfortunate 
patients in such a position that they will be ac- 
ceptable to society. In cancer of the bladder duration 
of life is surprisingly short and one must stop to 
consider which of the various methods of stream 
diversion is best for the patient, in consideration of 
his disease, his probable duration of life and his 
acceptability to society. 

There are now available in literature approximately 
two hundred end-results of ureterorectal anastomosis. 
It is extremely important to note that the great 
majority of these are operations for urinary ab- 
normalities, such as exstrophy of the bladder. There 
is undoubtedly some luck, required along with the 
necessary skill, in the performance of this operation. 
While many of the ureters seem to escape dilatation, 
some degree of dilatation of a more temporary 
nature is to be expected in most implants, and 
in one case, after twenty years, autopsy showed 
bilateral pelvic and ureteral dilatation and that 
the patient died, at that remote date, of bilateral 
pyonephrosis. 

Dr. Hepburn has emphasized an important point 
when he states that a recently implanted ureter 
drains poorly and greatly embarrasses the kidney. 
Such facts should influence our separation of the 
parts of the implantation, to make the operation 
bearable to the patient. Unfortunately the ureteral 
implantation into the rectum has not had a perfectly 
fair chance, because there has been a tendency to 
use the worst cases for implantation. Many of these 
cases already have extensive ureteral and pelvic 
dilatations. Exploration of the peritoneum elim- 
inates further cases, because of evidence of metastasis 
already taking place. One must not forget that loss 
of vitality in cancer cases often prevents recovery 
from an operation which would be tolerated in a 
non-cancer patient. 

While one may make three or possibly five part 
operations, as Dr. Hepburn has indicated, for the 
benefit of the urinary tract, that much surgery 
is apt to be too heavy a burden for an advanced 
cancer patient. 

We must not forget that the long hospital stays 
and the long convalescence of such individuals may 
use up the greater portion of his remaining life, 
because statistics show that there are only a few 
eases of cancer of the bladder, after transplant, 
alive at the end of a two-year period. Dr. Quinby 
has truly stated that these patients with cancer 
ot the bladder are extremely miserable but can be 
relieved by urinary stream diversion. While I agree 
that urinary diversion by rectum is best there are 
instances where, in view of the above considerations, 
nephrostomy, ureterostomy and other procedures of 


less magnitude than transplant will add to the com- 


fort of the patient and leave him more time to live 
after operation. Adequate arrangements for both 
nephrostomy and ureterostomy can be made and these 
patients can be managed. They will prove to be a 
great source of trouble to themselves, to the family 
and doctor but they will have a better life even 
though a short one. 


Dr. Howarp M. CrutTe (Boston, Mass.): In our ex- 
perience with transplantation of the ureters into the 
rectum and total cystectomy, we have been convinced 
that many more of these radical procedures for the 
treatment of bladder cancer should be employed. We 
agree with Dr. Quinby that in suitable cases early 
operation should be urged before long preliminary 
or temporizing methods have made the chance of 
cure less probable. 

We have no hesitation in employing very radical 
measures for the removal of malignancy in the stom- 
ach, the rectum or the lung. Now that removal of the 
bladder has been made possible by Coffey’s operation 
for transplanting the ureters, the bladder should be 
more frequently included in the group of organs 
which can be radically attacked for removing can- 
cer. 

Dr. Hepburn’s remarks about drainage of the in- 
fected kidney preceding or following ureteral trans- 
plantation are very timely and should increase the 
operability of certain cases having ureteral obstruc- 
tion. It would seem to us that early intervention and 
nephrostomy in infected kidneys after transplanta- 
tions would be preferable to preliminary kidney drain- 
age in most cases; and the possibility of needing 
such a procedure after ureteral transplant should 
certainly be recognized early during the postopera- 
tive period if there is evidence of serious failure 
in kidney infection. By emphasizing this need of deal- 
ing with certain infected kidneys before and after 
ureteral transplantation, Dr. Hepburn has given us 
material of real value. 


Dr. WILLIAM C. QuINBy (Boston, Mass.): The inter- 
est shown in the discussion of this subject, gentle- 
men, proves its importance. I thank you for it. 

Dr. Hepburn’s suggestion of the advisability of 
nephrostomy is important. We have done it twice, 
but I should hesitate to do nephrostomy until I 
found it necessary. I would not do it as a prelim- 
inary operation. I would do it, however, in the case 
in which it is necessary to transplant a ureter which 
is grossly abnormal. In such cases a transplantation 
and nephrostomy at the same time will relieve the 
kidney markedly and possibly ensure a successful 
transplantation which might not otherwise be ob- 
tained. 

Nephrostomy is a very easy procedure by the Eng- 
lish method of approaching the kidney from the 
back. The patient lies prone with a pillow under 
the lower ribs, and a vertical incision is made 
above the last rib, the outer end of which is resected. 
One comes immediately after severing the latissimus 
and erector spinae muscles onto the pelvis of the 
kidney. We have used pyelostomy rather than neph- 
rostomy. It is a quick operation which can be done 
under local anesthesia, and we have had occasion to 
do it twice. 

I did not understand that Dr. Smith told us why 
he has changed from ureteroenterostomy to ureter- 
ostomy onto the abdomen inside the spine of the 
ileum. I recognize the advantages of the operation 
which he suggests, but I think the disadvantages out- 
weigh these from the patient’s point of view. 

Dr. Clute’s remarks about having to open the 
abdomen several times if one is going to make a sep- 
arate anastomosis of each ureter, and then at a third 
session remove the bladder, are interesting, for, as 
a matter of fact, the cystectomy does not open the 
peritoneal cavity at all. As a rule it has been our 
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custom to transplant one ureter (always, if possible, 
the one supplying the better kidney) so that urinary 
function is established from the better kidney first; 
and then at a second operation, transplantation of 
the second ureter with excision of the bladder is done. 


I hope we will all apply ureteroenterostomy much 
earlier than we have in the past. 


Dr. SmirH: I agree with that entirely. 


Dr. THomAs N. Hepsurn (Hartford, Conn.): Mr. 
President, I didn’t take advantage of my opportunity 
to express my entire agreement with the impulse 
back of Dr. Quinby’s urging you to more radical 
surgery on these cases of cancer of the bladder. I 
think it is splendid to have him repeat his faith 
and determination to try to eradicate this disease 
of the bladder by adequate surgery. 

In regard to the multiple operations which my 
surgical experience would suggest, I do not mean 
as many surgical sittings as Dr. Clute apparently 


visualized. One implantation and a nephrostomy 
can be done at one sitting, or the next implantation 
at a second sitting, and the cystectomy (which would 
not be, as Dr. Quinby says, an intra-abdominal pro- 
cedure) at a third sitting. 

I should like to suggest another difficulty, a dif. 
ficulty I had once taught to me by sad experience, 
and that is, the development of an abscess at the 
end of the short stub of ureter going into a very 
pussy bladder. Very little mention has been made 
as to how that ureteral stump must be managed. If 
you tie off that with an absorbable suture and the 
patient is allowed to hold pussy urine too long, some 
of it may force its way out through the ureter. There 
is a very possible source of abscess at the ureteral 
stump which may be fatal. So I would suggest that 
you keep this danger in mind and either place an 
inlying catheter in the bladder in these cases, or 
else ligate that ureteral stump with a non-absorbable 


suture which will last until you do your total cyst- 
ectomy. 


AN ENDORSEMENT OF THE INSURANCE 
PRINCIPLE 


RESOLUTION OF HOUSE OF DELEGATES, CALIFORNIA 
Mepicat ASsocrATION, MarcH 3, 1935 


Whereas: The studies of the Committee of Five of 
the California Medical Association have shown 
the inability of a certain percentage of our popu- 
lation to adequately finance the cost entailed by 
illness; and 


Whereas: Because of the economic situation proper 
medical care is beyond the reach of this popu- 
lation group; and 


Whereas: It has been established that this problem 
ean be alleviated by the utilization of the in- 
surance principle; 


Now, Therefore Be It Resolved, That the House of 
Delegates of the California Medical Association 
recommends that legislation be proposed seeking 
to establish a health insurance system, manda- 
tory as to certain population groups and volun- 
tary as to certain population groups, which shall 
include the following principles: 


No. 1. The patient shall have absolutely free 
choice of physician and hospital; 


No. 2. The medical profession shall determine 
the scope, extent, standards, quality, 
compensation paid for, and all other 
matters and things related to, the medi- 
cal and medical auxiliary services ren- 
dered under the system; 


No. 3. There shall be no provision for cash 
benefits; 


No. 4. The patient shall receive adequate treat- 
ment and his physician shall receive 
adequate compensation; 


No. 5. The foregoing principles shall be main- 
tained with such modifications thereof as 
may from time to time be recommended, 
or approved by the profession; 

And Be It Further Resolved, That the California 
Medical Association immediately offers its 
full aid and coéperation to the Interim Com- 
mittee of the Senate of the State of Cali- 
fornia charged with the study of this problem to 
the end that any measure which shall be passed 
establishing a health insurance system at the 
1935 session of the California Legislature shall 
contain the above principles; 

And Be It Further Resolved, That there be formed 
a special committee authorized and empowered 
to act herein, constituted as follows: the Legis- 
lative Committee of the Association and three 
members of the Association to be appointed by 
the Speaker of the House. 


FOOD AND DRUGS OFFENDERS 


in a Federal penitentiary for conspiracy to violate 
the Federal Food and Drugs Act by falsely labelling 
and selling “Warm Springs Crystal Compound” as 
coming from the Georgia Springs of that name. The 
“crystals” did not come from that source and were 
only a simple laxative composed of Glauber’s salts, 
similar in action to Epsom salts. The “crystals” 
cost only a few cents a pound and were sold for a 
dollar a pound. 

The men entered a plea of guilty and were sen- 
tenced to one year in Federal prison. The company 
in its literature, its correspondence with agents and 
particularly in conversation with customers, sought 
to use the name Warm Springs to commercial ad- 
vantage. Salesmen were urged to point out the 
beneficial effects of the Springs.— Bulletin, U. S. 
Department of Agriculture. 


Two men have each been sentenced to two years 
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SIGNIFICANCE OF POSTOPERATIVE RISES OF 
BLOOD NONPROTEIN NITROGEN* 


BY HARRY A. DEROW, M.D.f 


INTRODUCTION 


HE significance of postoperative elevations 

of blood nonprotein nitrogen has not been 
sufficiently emphasized. This discussion con- 
cerns itself not with nephritic or hypertensive 
patients but with those who have normal blood 
pressures and show no clinical evidence of renal 
abnormality preoperatively. Reports have ap- 
peared in the literature on the effects of opera- 
tions nephritie and_ hypertensive 
tients’?»* 4, O’Hare and Hoyt recently sum- 
marized their experiences as follows: ‘‘We 
would say that a patient about to be operated 
upon, and having any form of nephritic or hy- 
nertensive disease, deserves a preoperative diag- 
nosis of his medical ailment and an evaluation 
of the degree of impairment of the organs in- 
volved. He deserves an intelligent, skillful, 
rapid surgeon who understands the medical 
problems involved as they apply to that particu- 
lar surgical patient. In such hands, unless he 
is unfortunately afflicted with marked vascular 
or myocardial impairment, he should feel that 
his chance for recovery is almost as good as the 
patient without nephritis or hypertension. If 
chronie nephritis with hypertension is present, 
the prognosis is definitely worse. The degree of 
renal impairment indicated by the phthalein ex- 
cretion or the blood urea nitrogen is usually the 
determining factor.’’* 

During the past few years, at the Beth Israel 
Hospital, Boston, a study has been made of the 
clinical course of a small group of surgical pa- 
tients who presented an elevated blood non- 
protein nitrogen and a scanty concentrated 
urine during the first few postoperative days. 
The urine output was found to be small, of high 
specific gravity, and wholly inadequate to rid 
the patient of the accumulated nitrogenous 
waste products associated with the operation as 
well as with the immediate postoperative period. 
Attempts were therefore made to increase the 
urinary volume. The rise of urine output was 
followed in a few days by the return of the 
blood nonprotein nitrogen to the normal level. 

The following case is illustrative of those we 
have seen: 

*From the Nephritic Clinic of the Beth Israel Hospital, Boston, 
Mass., and the Department of Medicine, Harvard Medical School. 


Read before the American College of Surgeons, October 19, 
1934. 


tDerow, Harry A.—Assistant Physician, Beth Israel Hospital. 


J. W., B. I. H. 24184, Male, aged sixty-four. Opera- 
tion for perforated peptic ulcer. Perforation three 
hours old at time of operation. Blood pressure and 
urine normal one month before operation. 


Total Urine N.P.N. Sp. Alb. B.P. 

Fluid Output Gr. 

Intake 
Operation 4000 cc. 100cc. 44mg. 1.024 0 90/50 
Ist p.o.day 2100 450 65 1.016 0 100/60 
2nd 2200 1650 93 1.020 0 100/70 
3rd 4000 1700 53 100/70 
4th 3400 1350 36 1.014 0 120/80 
5th 3800 1870 32 1.014 0 116/80 


— 


PATHOLOGICAL PHYSIOLOGY 


At this point, it may be of interest to review 
very briefly the more important factors relat- 
ing to the operative and postoperative period 
which tend to inerease the level of the blood 
nonprotein nitrogen. The blood nonprotein ni- 
trogen is a mixture of substances, including 
urea, ammonia, amino acids, creatine, creatinine 
and other nitrogenous substances spoken of as 
‘‘undetermined nitrogen’’. Urea is by far the 
most important constituent. The concentration 
of nonprotein nitrogen in the blood of normal 
persons varies from 25 to 40 mg. per 100 ce. and 
is chiefly determined by the rate of protein catab- 
olism and the urinary output of nitrogen. If 
the volume of fluid in the body available for 
urine formation is small in comparison with 
the waste nitrogen requiring elimination, the 
level of nonprotein nitrogen in the blood will 
rise. Unless one takes the urine volume and the 
rate of nitrogen catabolism into consideration, 
the nonprotein nitrogen of the blood may be in- 
correctly interpreted as a criterion of renal 
function’. 

Lashmet and Newburgh® found that the nor- 
mal individual excretes thirty-five to forty grams 
of solids per day, and that fifteen grams of 
water are required to carry off each gram of 
solids with the kidney working at maximum con- 
centration. Under normal conditions if the kid- 
neys are not supplied with sufficient water for 
the elaboration of about 600 ce. of urine, reten- 
tion of nitrogenous wastes in the blood occurs. 
They found that in patients with renal disease, 
the kidneys cannot concentrate in a normal man- 
ner and as high as forty grams of water may 
be needed to carry away each gram of solids in 
the urine. Van Slyke® has found that the limit 
beyond which the urine volume will no longer 
carry urea with it is about 2500 to 3000 ce. per 
day. The concentrating ability of the kid- 
neys of surgical patients may be readily deter- 


For record and address of author see “This Week’s Issue,’ 
page 624. 


mined by observing the specific gravity of the 
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first urines passed after operation as well as 
those in the preoperative period. <A specific 
gravity of 1.024 or higher is indication of nor- 
mal concentrating power’. One can be certain 
of an adequate supply of available water for 
urine formation if the specific gravity of the 
urine is definitely below the known normal con- 
centration power. Therefore, the volume of 
urine and its specifie gravity is a reliable index 
of the adequacy of the supply of water. 

Fishberg’ has used the term ‘‘prerenal devia- 
tion’’ to apply to the underlying abstraction of 
fluid from the blood which produces oliguria 
with unimpaired concentrating ability of the 
kidneys. The operative and postoperative water 
losses by the skin, lungs, vomitus, diarrhea and 
hemorrhage reduce the supply of water neces- 
sary to carry off in the urine the nitrogenous 
wastes accumulated in the blood as a result of 
the operation and postoperative period. The 
loss of water by diarrhea and vomiting is ae- 
companied by a serious depletion of sodium and 
chloride*® ®. The prolonged postoperative use of 
pituitary extract (pitressin), by its anti- 
diuretic effect, may seriously reduce the urine 
volume and thereby contribute to the further 
accumulation of nonprotein nitrogen in the 
blood. In surgical shock, and in those cases in 
which spinal anesthesia is employed, the low- 
ering of the blood pressure is associated with 
an enormous decrease in the urine volume, part- 
ly on account of the lowered filtration in the 
glomeruli and partly on account of the con- 
siderable reabsorption of water in the tubules’®. 
In surgical shock, there may also be concentra- 
tion of the blood with increased percentage of 
plasma proteins and consequent rise in the eol- 
loid osmotie pressure of the plasma, a factor 
that would tend further to diminish glomerular 
filtration’. 

The accelerated destruction of the body pro- 
tein associated with dehydration, hemorrhage, 
fever, diarrhea, vomiting, operative trauma, and 
the condition which necessitated the operation 
inereases the nitrogenous wastes in the blood®. 
In the presence of marked oliguria, the total ex- 
cretion of nonprotein nitrogen in the urine 
therefore falls far behind the amount produced, 
and it accumulates in the blood. The level to 
which the nonprotein nitrogen of the blood may 
rise in a very short time is remarkable; values 
of over 200 mg. per 100 ec. of blood may be 
reached in several days after the onset of se- 
vere vomiting. 

In eases of pylorie or intestinal obstruction, 
as a result of the vomiting, the consequent loss 
of gastric juice, and the destruction of body 
protein, there develops oliguria and the com- 
bination of azotemia and hypochloremia. In 
consequence of the loss of chloride, alkalosis 
develops, the bicarbonate substituting in the 
blood for the chloride deficiency. In many of 


these patients, especially in the later stages, 
circulatory collapse may play a major role in 
the genesis of the oliguria and the resulting 
azotemia’. 

Postoperative rises of the blood nonprotein 
nitrogen attributed to general anesthesia are 
more probably due to toxie destruction of pro- 
tein resulting from trauma, shock, dehydration, 
and the condition which required operation. 

Following a gall bladder or liver operation, 
an elevated blood nonprotein nitrogen may be 
due to the development of an acute nephritis, 
the so-ealled liver-kidney syndrome? ** 

Elderly patients, with heart failure and re- 
sultant passive congestion of the kidneys and 
oliguria following operation, may show non- 
protein nitrogen rises in the blood. 


TREATMENT 


The renal function of patients to be oper- 
ated upon should be carefully studied. The abil- 
ity to concentrate the urine to a specifie gravity 
of not less than 1.024 and the absence of albu- 
minuria are the criteria for normal kidnevs. For 
at least four or five days postoperatively, daily 
determinations of the blood nonprotein nitro- 
gen and examinations of the urine should be 
performed. The volume of the urine excreted 
must be carefully measured. Postoperative 
bladder retention must be watched for. Blood 
pressure readings should frequently be made 
during the immediate postoperative period, and 
at least once daily thereafter. 

The keystone of the treatment of postoper- 
ative patients with elevated nonprotein nitro- 
gen of the blood and oliguria with normal con- 
centrating ability consists in the production 
of a daily urine output of at least 1500 ce. It 
must be stressed that tie volume of urine and 
not the volume of fluids given is tmnortant. 
Normal sodium chloride solution should be 
given by mouth, hypodermoclysis or vein, in 
sufficient quantity to bring about such a urin- 
ary volume. In eases of azotemia and hypo- 
chloremia in gastro-intestinal tract obstruction, 
the administration of saline solution intrave- 
nously produces remarkable improvement. Iso- 
tonic glucose solution by vein or hypodermo- 
elysis will not only supply additional fluid but 
will lessen the toxie destruction of protein by 
supplying carbohydrate, and will prevent ke- 
tosis. 

Coller’s studies on dehydration attendant on 
surgical operations have emphasized the im- 
portant role dehydration plays in causing a low 
postoperative urinary output'*. He has pointed 
out that the urine volume may not be sufficient 
to dispose of the ordinary nitrogenous waste 
products, so that retention in the blood oceurs. 
He has shown the need for supplying a suffi- 
cient water intake to provide for the insensible 
loss of water from the skin and lungs and yet 
insure an adequate volume of urine. Coller 
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wisely states that ‘‘there are many causes of 
anuria but none of them should be considered 
until the water exchange of the few previous 
days has been checked over and dehydration as 
the etiological factor eliminated.’’?° 

The administration of pituitary extract for 
the prevention and treatment of postoperative 
intestinal distention and paralytic ileus must 
be carefully supervised in order to avoid the 
antidiuretic effect of the drug. The lowered 
blood pressure associated with shock and spinal 
anesthesia must be counteracted by ephedrine, 
caffeine, blood transfusion, et cetera. 

If the urinary output is not appreciably in- 
creased in several days by the preceding treat- 
ment, the presence of anuria is to be seriously 
suspected. Postrenal causes for the anuria 
must be sought since the majority of true 
anurias are of obstructive origin’®, and appro- 
priate treatment should be instituted to estab- 
lish an adequate urine flow. It is of the ut- 
most importance that patients who present the 
possibility of postoperative anuria should be 
carefully studied by a surgeon, urologist and 
internist, all working together. 


SUMMARY 


1. Postoperative rises of the blood nonprotein 
nitrogen in patients with normal renal fune- 
tion may be due to 

a. Oliguria, as a result of 

(1) Insufficient water available for 
urine formation as a consequence 
of operative and postoperative water 
losses. 

(2) Prolonged postoperative use of 
pituitary extract (pitressin). 

(3) Lowering of the blood pressure as- 
sociated with shock and spinal an- 
esthesia. 

(4) Heart failure. 

b. Increased destruction of body protein 
accompanying the operation and 
the postoperative period 

ce, Acute nephritis (liver-kidney syndrome) 

d. Postrenal (obstructive) anuria 


2. Postoperative rises of the blood nonpro- 


tein nitrogen in patients with normal renal fune- 
tion may be avoided or eliminated by the 


a. Prevention of dehydration by a sufficient 
intake of normal salt solution to in- 
sure a urine volume of 1500 
to 3000 ec. per day. 

b. Reduction of toxie destruction of body 
protein by the administration of 
isotonic glucose solution. 

e. Avoidance of prolonged use of pituitary 
extract (pitressin). 

d. Maintenance of a normal blood pres- 
sure. 


3. If the urine output is not increased de- 
spite these therapeutic measures, the presence of 
postrenal (obstructive) anuria should be inves- 
tigated and appropriate treatment instituted to 
establish an adequate urine flow. 
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CONTRACEPTION AS A POSSIBLE MEANS OF 
REDUCING GYNECOLOGICAL MORBIDITY 


BY ERIC STONE, M.D.t 


JT, APPLICABILITY IN GYNECOLOGICAL CASES* 


HILE the social and economic aspects of 

the practice of contraception have re- 
ceived wide publicity, its possible role in the pre- 
vention of gynecological morbidity has scarcely 
been touched upon. Indeed, a review of about 
*From the Gynecological Service of the Rhode Island Hospital. 
Stone, Eric—Attending Physician, Rhode Island Birth Control 


For record and address of author see ‘‘This Week’s 
Issue,’”’ page 524, 


two hundred articles on elective motherhood 
and a survey of gynecological titles in the Index 
Medicus for the past four years failed to reveal 
a single article on the subject. However, three 
years’ association with an active birth control 
clinic and eight years of work on the gyneco- 
logical service of a large general hospital gave 
the impression that many repeating hospital 
patients could have been saved reéntry had they 


received contraceptive advice after one of their 
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preceding admissions. This conviction led to a 
twofold study (1) the examination of the case 
histories of all patients admitted to the Gyneco- 
logical Service of the Rhode Island Hospital in 
1932, and (2) a study of the records of the 
first 800 cases applying to the clinie of the 
Rhode Island Birth Control League. 


In the Rhode Island Hospital study the cases 
of cancer were omitted, for although repeated 
pregnancies and the infections and lacerations 
often attending gestation and childbirth may 
be etiological factors in the development of ma- 
lignancy, yet their exact réle is not clearly de- 
fined. All eases in which the admission was 
in no way related to pregnancy were also ex- 
cluded. The first group made up 12.8 per cent 
of all admissions and the second 37.8 per cent. 
The eases selected for minute scrutiny were 
those in which hospitalization had become nec- 
essary as the immediate or delayed results of 
pregnancy. These made up 49.4 per cent of 
all admissions, or 327 cases. 


One hundred and eighty-nine patients or 57.8 
per cent (28.6 per cent of all admissions) en- 
tered beeause of abortion or miscarriage. In 64 
instances interference was admitted by the pa- 
tient and 29 of these gave a history of more 
than one, the total preceding the current crim- 
inal abortion being 39. Under spontaneously 
interrupted pregnancies were placed about 60 
eases in which artificial termination was grave- 
ly suspected, including the cases of 19 unmar- 
ried girls; but such interference was stoutly 
denied by the patients. These, added to those 
which were clearly spontaneous, brought the 
number of such cases up to 125. Of these, 109 
previously had had similar difficulties, many 
several times, so they totalled 221 interrupted 
pregnancies, exclusive of the present illness. 
Indeed, six of the patients had each been in 
the same hospital five times before for the same 
condition. 


Two patients had therapeutic abortions car- 
ried out, each having submitted to a similar 
procedure in their preceding pregnancy. 

Two cases were treated for toxemia of preg- 
nancy; each had been treated for the same con- 
dition in preceding pregnancies; all together, 
they had had seven such illnesses before the pres- 
ent hospitalizations. 


Seven cases of ectopic pregnancy were op- 
erated upon, two having previously had the 
other Fallopian tube removed because of the 
same condition. 

The service cared for 15 patients with post- 
partum sepsis. Three cases gave histories of 
sepsis following earlier pregnancies also, and 
one case had had two former hospitalizations, 
having had an acute exacerbation of a chronic 
cellulitis following each of her three pregnan- 
cies. One of these patients became insane 
while in the hospital and while her physical 


condition Has been restored to relatively nor- 
mal, she was discharged to a mental hospital. 

Chronic pelvic inflammation following ear- 
lier puerperal sepsis accounted for 33 admis- 
sions. Twenty-eight had been sterile since the 
original infection and eight had had previous 
operations in which one tube or tube and ovary 
had been removed. Five had a flare-up lead- 
ing to the present admission due to a further 
pregnancy. 

Fifty-nine cases were admitted for relief of 
various forms of pelvie relaxation, the results 
of childbirth. Seven of these individuals had 
undergone previous operations for the same 
condition, subsequent labors having torn out the 
repaired structures. In several cases this process 
had been repeated more than once, so that these 
seven women had had a total of 13 operations 
already performed on them before their entry 
in 1932. In 40 cases the condition dated from 
their first or second labor, but further pregnan- 
cies had increased the relaxation to the point 
where surgical relief was necessary in all but 
four cases. 

Five patients entered for the repair of vesico- 
vaginal or recto-vaginal fistulae produced dur- 
ing labor. All had already had one such oper- 
ation performed, and two had had two pre- 
vious repairs. All were again operated upon, 
with a failure to close the tract in two in- 
stances. All patients had had contracted pelves, 
and all their labors had been hard and difficult. 
However, in only one case was the fistula pres- 
ent in a primipara. 

One ventral hernia was operated upon, the 
rupture occurring during the patient’s eighth 
pregnancy. This was the second attempt to 
effect a repair. 

One case had a second dilatation done for 
the relief of a stenosis of the cervix due to 
chronic cervicitis developing as a result of in- 
fection during her fourth labor. 

One patient had a laparotomy, while preg- 
nant, because of acute symptoms caused by ad- 
hesions between the uterus and intestines. The 
adhesions had been known to be present before 
the pregnancy took place. 

One pregnant case was admitted because of 
severe abdominal pain, but cleared up so rap- 
idly that she was discharged without any defi- 
nite diagnosis having been made. 

Eleven cases of pyelitis of pregnancy were 
treated. Eight of the cases had had a total of 
twelve similar disabilities during earlier preg- 
nancies. One case, anurie on admission, died; 
she was found to have multiple bilateral renal 
ealeuli as a fatal complication of a unilateral 
acute pyelitis. She had had severe pyelitis 
with each of her three pregnancies. 

For a résumé of these cases see table 1. 

On these 327 cases 126 dilatations and curet- 
tages were carried out; 53 pelvie repairs, 22 
hysterectomies, 7 salpingo-odphorectomies and 
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8 cervical amputations were further operations 
on this group. Of those mutilated by hyster- 
ectomies, five were under 35 years of age. 

The present illnesses of these women caused 
them a total hospitalization of 4,079 days and 
a total estimated disability of 16,345 days, prob- 
ably actually much more than this, as in com- 
puting this figure, those for the most favorable 
case were applied to all. To the social waste 
must be added the future life of two women 
permanently invalided, one insane and the im- 


It is obvious that a considerable number of 
these recurrent illnesses would not have oe- 
curred had the women remained free of preg- 
naney. Of course, the 22 who had their uteri 
removed and several in which the second Fal- 
lopian tube was removed will not again be ad- 
mitted for complaints rising from further preg- 
nancies. But this type of contraception is un- 
warrantably drastic. It is equally obvious that 
it is not the surgeon’s place to advise against 
further pregnancies where a woman has had 


TABLE 1 


HospPiITaAL ADMISSIONS IN RELATION TO PRECEDING MORBIDITY 
DUE TO PREGNANCY 


Morbidity No. of No. of Per Total Number 

Admissions Cases Cent of Preceding 

. 1932 having Identical Ill- 

previous nesses occur- 

Identical ring in group 

Morbidity before the 
current, 
illness* 

Induced Abortion 64 29 46 39 
Spontaneous Abortions 125 109 y gil 221 
Therapeutic Abortions 2 2 100 2 
Toxemia of Pregnancy 2 2 100 7 
Tubal Pregnancy ‘ 2 28 2 
Postpartum Sepsis 15 3 20 5 
Chronic Pelvic Inflammation 33 5 11 5 
Pelvic Relaxation, etc. 59 ‘a 11 13 
Vaginal Fistula 57 
Ventral Hernia i — 
Stenosis of Cervix 1f oo — — 
Abdominal Adhesions 1 — 
Pyelitis of Pregnancy 11]| 8 72 12 
No Diagnosis 1 — 
Totals 327 167 51% 306 


*This does not include other types of gestational and puerperal 
disease which occurred in the same patient, as for example, 
toxemia in previous pregnancies, whereas the present ad- 
mission was due to induced abortion. Such mixed cases 
occurred 134 times in the entire group. Recording them 
would have nearly doubled the length of the paper. 


+Seven previous repairs had been done on these patients, but 
in no instance did the recurrence happen to be due to 
pregnancy, so previous morbidity was not listed. 


tSecond operation for this condition, but there had been no 


intervening pregnancy. 


|One case had severe pyelitis with all of her three pregnancies, 
also had multiple bilateral renal calculi, entered anuric 


and died. 


ponderable loss of eight women dead. The 
economie loss to the community was not in- 
considerable. The sum total of the cost of hos- 
pital care and the loss of earnings of those pa- 
tients who were gainfully employed amounted 
to $25,864. 

The one significant feature of this study, 
brought out graphically in table 1, is that 167 
or 51 per cent of these women had previously 
suffered the same disability to the extent of 
306 times, i.e, many had had several recur- 
rences of the difficulty. Indeed, the total pre- 
ceding disability becomes 440 instances if dis- 
ease due to pregnancy but not identical to the 
present illness be added. If the present mor- 
bidity be included, these 167 women have had 
605 periods of illness due to child bearing. 


no children and is in trouble during her first 
pregnancy. But where the woman has living 
children and has just recovered from a mor- 
bidity which has already recurred more than 
once and is likely to recur again, it is certainly 
the surgeon’s duty to prevent further illness 
on the part of the patient; or at least to in- 
struct her so that she may elect or refuse to 
take as she sees fit the hazards of bearing an- 
other child. 

A glance at table 1 shows that the recurrent 
conditions which warrant such advice are in 
order: toxemias of pregnancy, conditions re- 
quiring therapeutic abortion, pyelitis of preg- 
nancy, spontaneous abortions, tubal pregnancy, 
postpartum sepsis, and chronic inflammatory 
conditions. All cases having undergone pelvic 
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repair should be warned against further preg- 
nancy. Where abortion has been induced a 
special question enters, clouded in the mists of 
theological discussion. Expressing only a per- 
sonal opinion, the author would be dogmatic 
in stating that such persons should be given 
contraceptive advice on the grounds that the 
same woman will inevitably undergo another 
induced abortion if she again becomes preg- 
nant and that contraceptive technique is safer 
than criminal abortions. The above criteria 
for giving contraceptive advice prevailed in 
144 or 44 per cent of the 327 cases studied. 

Of these 144 women, 32 were unmarried. Of 
these, 29 had admittedly induced abortions or 
were strongly suspected of such interference, 
although it was not proved. Of the remaining 
112, 59 per cent had had four or more preced- 
ing pregnancies, one or more of the children be- 
ing alive, and 17 had had ten or more. preg- 
nancies, with five or more living children. Op- 
erations, entailing sufficient mutilation to pre- 
vent further pregnancy, were performed on 
eight women in this group. 

It is to be concluded that further admissions 
at some hospital are to be expected from 134 
or 41 per cent of the women who were treated 
in the hospital during 1932, should they again 
become pregnant. According to the eriteria 
adopted above of relating the nature of the dis- 
ability to the presence of living children in de- 
termining who should receive contraceptive ad- 
vice, 112 or 34 per cent of the 327 women could 
warrantably have been given contraceptive ad- 
vice. If such proved effective these future ex- 
pected disabilities would be prevented. 

To determine how effective such advice might 
be, the second part of this study was under- 
taken. 


II. Tue Resvuuts or CONTRACEPTIVE ADVICE* 


In June, 1931, a clinie for instruction in birth 
control methods was opened in Providence un- 
der the auspices of the Rhode Island Birth Con- 
trol League, and has been in continuous opera- 
tion ever since. The League is an organiza- 
tion of laymen and has interested the most high- 
minded and influential group of citizens in the 
community. However, only 160 of the 600 physi- 
cians in the city have offered their active 
support. It is financed by voluntary contribu- 
tions which distinctly limits the scope of its 
work, as it is always under a financial strain. 
There is a medical advisory board and four 
physicians who each do the actual work in the 
clinic three months of the year. The clinic is 
further manned by a full-time secretary and a 
part-time social worker and trained nurse. 


It soon became evident that in a clinic of this 
sort there are two distinet phases, each equally 


*From the Clinie of the Rhode Island Birth Control League. 


important to the eificieney of its work; first, 
the technique, and, secondly, the follow-up in 
the clinie and the patients’ homes. 

The technique advised is, preferably (and 
actually applicable to 98 per cent of the pa- 
tients), the use of some form of correctly fitting 
diaphragm, plus a spermatocidal jelly and 
douche. This combination in use at the clinic 
has produced no inflammation or irritation in 
any case and where properly followed has given 
98.1 per cent protection. The follow-up, how- 
ever, is just as important as the correct instrue- 
tion of the patient and the ascertaining that she 
fully understands the method. When accepted, 
the woman is examined (in 1 per cent gynecolog- 
ical abnormalities were found leading to oper- 
ative correction before the advice was finally 
given) and fitted to a diaphragm. She prac- 
tices the insertion of this for a week and re- 
turns; her efficiency is then tested by examin- 
ing her after self-placement of the diaphragm. 
If the diaphragm is found to be out of posi- 
tion, the process is repeated until it is certain 
that she can place it properly every time. Only 
then is she instructed in the use of the jelly 
and the douche and permitted to use the teeh- 
nique for self-protection. Then every three 
months she is expected to report at the clinic 
and is reminded of the date by letter. If she 
does not respond to the letter, the social worker 
visits her home. There are now so many pa- 
tients that it is physically impossible for the 
one social worker to do the home visiting neces- 
sary. This is the chief weakness of the clinic 
and could be readily corrected if the clinic re- 
ceived sufficient funds to engage three full-time 
social workers. 

Applicants, to be accepted, must be married 
and living with their husbands, and must be 
referred by physicians, hospitals, medical clinics 
or recognized social agencies. 

This paper consists of the data gained from 
the case records of the first 800 applicants to 
the clinic. 

The applicants varied in age from 16 to 47 
years; 656 were 25 years or older and 476 were 
29 years or older. One hundred and eighteen 
had been married three years or under; 244 
from 4 to 9 years and 398 had been married 10 
years or more. These 800 women had had a 
total of 3,617 pregnancies, with an average vear- 
ly expectancy of 0.67 pregnancies per woman 
per year. However, they totalled only 2,418 
living children at date of application, as 217 
children had died and 613 pregnancies had ter- 
minated prematurely. Four hundred and fifty 
had ended in what were claimed to be spon- 
taneous miscarriages or abortions, 18 in thera- 
peutic and 147 in induced abortions. Only 12 
applicants had never been pregnant, and only 
one of these was accepted, a patient with ad- 
vanced cardiorenal disease. See tables 2 and 3. 
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The clinic refused advice to 146 of the appli- 
cants for the reasons appearing in table 4. In- 
struction was given to 654 of the 800 appli- 
cants. Of those accepted, 20 were admitted for 
social reasons such as tuberculosis, insanity, 


TABLE 2* 

PREGNANCIES PRECEDING APPLICATION 
Number of Number of Number of Number of 
Pregnancies Cases Pregnancies Cases 

None 12 12 9 
1 53 
2 14 8 
3 99 15 6 
4 89 16 5 
5 90 17 if 
6 57 18 2 
7 51 19 1 
8 31 20 i 
9 29 

10 23 Total 

a1 15 Pregnancies 3617 


*The figures are reached by multiplying the number of pregnan- 
cies in each line by the number of cases im that category and 
adding the results; thus 1 pregnancy x 53 cases = 53 preg- 
nancies, 2 pregnancies x 117 cases = 234 pregnancies, 13 
pregnancies x 11 cases = 143 pregnancies. The same 
method is followed in Table 3. 


TABLE 3* 
PREMATURE FETAL DEATHS PRECEDING APPLICATION 


Number of Spontaneous Induced Therapeutic 
Fetal Deaths Abortions; Abortions Abortions 
1 109 34 5 
2 50 16 rl 
3 17 10 0 
4 9 6 0 
5 9 1 0 
6 6 1 0 
7 3 0 1 
8 2 2 0 
more 3 Ff 0 
Total 450 147 16 
*See footnote, Table 2. 
+Many were probably induced although not reported as such. 
inveterate drunkenness or repeated desertion on 
the part of the husband. <Abject poverty, mak- 
TABLE 4 
REASONS FOR WITHHOLDING CONTRACEPTIVE ADVICE 
Reason not noted on record 7 


Pregnant at time of application (the seven who 
reappeared after delivery were accepted)............ 50 


Insufficient reason 38 

Not properly referred to the 20 

Ample Means (referred to physicians in private 
practice) 

Unmarried or not living with husband 

Applicant refused examination 1 

Pelvic repair to precede 15 


ing further accretions to the family undesirable 
(all the cases being supported by public or 
private charity) accounted for 376 acceptances. 


Medical conditions led to the instruction of 262, 
or 40 per cent of the cases. The specific medical 
causes are listed in table 5. 


TABLE 5 
MepicAL REASONS FOR GIVING CONTRACEPTIVE ADVICE 
Gynecological Morbidity 33 
Cardiac Disease 27 
Neuropsychiatric Disease 25 
Tuberculosis 21 
Renal Disease 12 
Hypertension 9 
Hyperthyroidism 10 
Severe malnutrition § 
Venereal Disease or Sequelae of 7 
Epilepsy 4 
Effect of other contraceptives on husband ...........00... 6 
Age 3 
Other 3 


= 


It has been argued that a clinic of this sort 
promotes immorality by giving knowledge of 
protection to persons who would be deterred 
from illicit intercourse by the lack of such in- 
formation. To discover how many applicants, 
in fact, had no knowledge of contraceptive meas- 
ures before coming to the clinic, their previous 
use of protective measures was investigated. Six 
hundred and twenty-six cases were questioned 
about the matter by the social worker. Five 
hundred and five or 79.8 per cent of the women 
had previously employed one or more contra- 
ceptive measures. In all instances their infor- 
mation had been furnished by neighbors or ac- 
quaintances. The success attendant on the use 
of these various measures is recorded in table 6. 


TABLE 6 


COMPARISONS OF VARIOUS PREVIOUS CONTRACEPTIVES 
AND CLINIC’s TECHNIQUE 


Method Number Failures Per Cent of 
Using Failures 
Condoms 186 141 75.7% 
Withdrawal 305 259 84.9 
Douches 205 187 91.2 
Jellies 5 4 80.0 
Pills 5 5 100.0 
Diaphragm alone 3 3 100.0 
Stem Pessaries 7 14 82.3 
Suppositories 33 30 90.9 
Clinic Technique 310 6 1.9 


Of the 654 applicants who were instructed, we 
have been able to follow to the date of the com- 
pletion of the statistical study (January 1, 1934) 


5| 402 cases. We have lost contact with 252 or 38.5 


per cent; an inexcusably large number, but due 
to the correctable defect of an insufficient num- 
ber of social workers. An adequate staff could 
reduce this loss by at least 80 per cent. Of 
those with whom we have been able to keep in 
touch the elapsed time between their first visit 
and their last check-up varies from three months 
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to sixteen years (several patients came to our 
eare who had been instructed in this technique 
at older clinics in other cities). Of these, 342 
have expressed themselves as being entirely sat- 
isfied with the method, while 60 declare they 
are dissatisfied. The reason for their dissat- 
isfaction, for their non-use of the method, and 
for failure in attempted use of method appears 
in table 7. 


TABLE 7 
Causes FOR Non-UsE oR INcoRRECT USE OF METHOD 
Reason Number 
of Cases 
“No confidence” 20 
“Too much trouble” 15 
Prevented by family or other pressure ........... a7 
Mentally or physically incapable of use ..... 10 
Did not return for final instruction ...... fe 
Frequently neglected to use method 12 
Used incorrectly as revealed by check-up......... 14 
Had had no intercourse since instruction .. 10 
Patient died 3 
Onset of menopause 2 
Desired more children 4 
No ascertainable reason found for failure...... 6 


Of the 310 women who used the method ap- 
parently correctly and invariably, six became 
pregnant; 1.9 per cent failure. A more accu- 
rate method of computing the efficacy of the 
method is possible. The yearly expectancy of 
pregnancy was figured for each case on the basis 
of the number of years she had been married 
and the number of pregnancies she had had 
during that period. The number of pregnan- 
cies to be expected from that case during the 
time that had elapsed between her receipt of in- 
struction and her last check-up was then readily 
reached, and this figure was compared with the 
number actually occurring. That this method 
is actually ultraconservative in determining 
contraceptive efficiency is proved by the fact 
that those women who did not use the method 
or used it incorrectly in reality had 8.9 per 
cent more pregnancies than estimated. By the 
simple process of addition, the expectancy for 
the entire group could be achieved. Among 
those who seemed to have adhered to the cor- 
rect method, a total of 151.59 pregnancies were 
expected to have taken place since they re- 
ceived their instruction; actually six occurred, 
a reduction of 96 per cent of the expected num- 
ber. Of the 92 who failed to use the method or 
used it incorrectly (this excludes those who had 
no intercourse and takes the dead up to the 
date of their death and those who had entered 
the menopause only up to the onset of the 
change) 42 pregnancies occurred ; whereas 37.77 
pregnancies had been estimated from this group. 
Eighty of the 92 had used other birth control 
methods than the one taught at the clinic and in 
this group 38 of the pregnancies occurred, i.e., 
47.5 per cent failure of other methods. 


It is obvious, from the number of cases the 
clinic was unable to follow and from a study 
of the reasons for non-use and the incorrect use 
of the method, that whereas the technique when 
regularly employed gives excellent protection, 
nevertheless, close contact with the cases is nec- 
essary to get full value from the clinic. This 
is doubly necessary because the type of woman 
served by the clinic requires frequent super- 
vision to overcome her ignorance and inertia. 
This is a matter of clinie organization and 
finances and could be readily corrected if the 
clinie received adequate financial support. 


It is further clear that a contraceptive tech- 
nique which required no codperation on the 
part of either the woman or her husband would 
be superior to the method now in use. There- 
fore, the experimental work on production of 
sterility by immunological reactions is of pecul- 
iar significance to those interested in contracep- 
tive methods. M. J. Baskin and S. S. Rosen- 
feld, working independently, have used snbcu- 
taneous injections of human spermatozoa to 
produce a spermatoxic substance in the blood 
in sufficient concentration to render the cervical 
secretions spermatocidal. Baskin reports that 
a group of 20 were rendered sterile for a year by 
three injections of the preparation; the condi- 
tion being prolonged another year by reinjec- 
tion of those women who desired further pro- 
tection. In Russia, A. Mandelshtamms and W. 
K. Chaykovsky used injections of Prolan-B to 
render mice indefinitely sterile as long as occa- 
sional injections were continued, fertility re- 
turning when the injections were stopped. They 
used the same procedure on women who, with- 
in a month or six weeks, were to have one or 
more ovaries removed. On the examination of 
the extirpated organs they found that the 
same degenerative changes had occurred in the 
follicular system that they found in their ex- 
perimental animals. They question the harm- 
lessness of the procedure, both as regards the 
woman and her subsequent offspring. (Refer- 
ences 10-14.) 


An incidental feature of these investigations 
was a sidelight on the question of the total num- 
ber of abortions occurring in the community. 
Of the 147 admittedly induced abortions occur- 
ring in the histories of the clinic patients, only 
1 in 11 caused sufficient disability to require 
hospitalization.* The Rhode Island Hospital 
eares for about half of the charitable gynecolog- 
ical work of the community (a population of 
about 300,000). As noted above, 64 of the 1932 
admissions were for admitted induced abor- 
tions and 19 more believed to be in this state, 
a total of 83. In all the hospitals there were 
probably at least 166 such cases. Multiplying 


*In this poverty-stricken group there were probably greater 
hazards attending such procedures than among the well-to-do. 
Therefore, the total figures derived by using this 1-11 ratio 
will give a total which is an understatement rather than an 
exaggeration. 
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this figure by 11, the estimated yearly total for 
Providence becomes 2656. Using this figure 
to estimate that for the nation, realizing that the 
incidence is likely to be higher in a densely pop- 
ulated industrial community than in less urban 
centers, the national yearly total is estimated 
at 730,356. This checks closely with the figure 
of 700,000 reached variously by the White 
House Conference on Child Health, the U. S. 
Children’s Bureau and the Committee on Ma- 
ternal Mortality of the New York Academy of 
Medicine. (References 1-9.) 


CONCLUSIONS 


1. Fifty-one per cent of the women admitted 
to the wards of the Rhode Island Hospital 
in 1932 for morbidity depending on preg- 
nancy are to be expected to have further hos- 
pital admissions. if they again become preg- 
nant. 

2. Thirty-four per cent of these women could 
warrantably have been given contraceptive 
advice. 

3. If such advice had been given and followed 
it would have been effective in 98.2 per cent 
of the cases, reducing future morbidity by 
33.9 per cent in this group of 327 women. 

4. Even with as inefficient check-up as the Birth 
Control Clinic’s finances now permit, the re- 
duction would be at worst 9 per cent. 


5. Contraceptive technique should be more 
widely used as a prophylactic against gyne- 
‘ecological and gestational disease. 
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MEMORANDUM RELATIVE TO ATTEMPT TO 
SUBJECT PHYSICIANS PRACTICING OPHTHAL- 
MOLOGY TO THE OPTICAL RETAIL TRADE 
CODE, BY THE OPTICAL RETAIL TRADE CODE 
AUTHORITY, NATIONAL RECOVERY ADMINIS- 
TRATION 


PREPARED BY THE BurReEAU OF LEGAL MEDICINE AND 
LEGISLATION, AMERICAN MeEpIcCAL AssocIATION, CHI- 
caGco, Marcy 1, 1935 


A letter addressed “To Oculists and Physicians 
Dispensing Ophthalmic Products” has recently been 
sent out by the Optical Retail Trade Code Authority, 
7 East Forty-Fourth Street, New York, N. Y. The let- 
ter alleges that “physicians selling glasses or servic- 
ing prescriptions” come fully within the scope of the 
Optical Retail Code. The letter has been accom- 
panied or followed by a demand by the Optical Re- 
tail Trade Code Authority that the physician to 
whom it is addressed fill out a questionnaire relative 
to the nature and extent of thé physician’s optical 
business and pay assessments amounting to $3.00 
for each employee in his service. The assessment 
is for the support of the Optical Retail Trade Code 
Authority, a trade organization. 

The Optical Retail Trade Code Authority, by 
which these demands have been made, is organized 
under the National Industrial Recovery Act. The 
National Industrial Recovery Act does not purport 
in any way to regulate or control the practice of 
medicine. It specifically relates to “industry” and 
“trade” and to industrial and trade associations or 


groups. It relates only to transactions in or affect- 
ing interstate or foreign commerce.’ Under no pro- 
vision of the act can a physician who confines his 
work to rendering professional medical services be 
subjected to any provision of the code or to any as- 
sessment under the code. 


A person who on his own account commercially 
buys and sells eyeglasses and spectacles and makes 
a commercial profit on the transaction is presumably 
within the purview of the Optical Retail Trade Code, 
even though he happens to-be a physician. It is be- 
lieved, however, that a physician who buys and sells 
eyeglasses and spectacles only as the agent of pa- 
tients for whom he prescribes them and without mak- 
ing any commercial profit on the transaction is not 
within the terms of that Code. The fact that a phy- 
sician charges for his professional services in pre- 
scribing and fitting glasses and spectacles does not 
alter the situation. 

The American Medical Association has protested 
against the attempt of the Optical Retail Trade Code 
Authority to bring physicians as such within the 
scope of the code that it administers. Pending the 
adjustment of those protests, physicians who are 
engaged in strictly professional work are advised to 
refrain from answering the questionnaire that the 
Optical Retail Trade Code Authority has sent to 
them and to refrain from paying the attempted as- 
sessment for the support of that Code Authority. 
The outcome of the protest will be promptly reported 
in the Journal. 
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ANTE MORTEM AND POST MORTEM BECORDS AS USED 
IN WEEKLY CLINICAL-PATHOLOGIC EXERCISES 


Epitep sy Ricwarp C. Casor, M.D. 


CASE 21121 
PRESENTATION OF CASE 


A thirty-seven year old American housewife 
entered complaining of epigastric pain and vom- 
iting. 

Three years before entry she began to experi- 
ence colicky epigastric pain accompanied always 
by generalized goose flesh. The epigastric pain 
was vaguely localized, never radiated, and usu- 
ally caused her to press her hands on her abdo- 
men and bend over. The pain was sometimes 
accompanied by nausea and less often by vom- 
iting, which relieved the pain immediately. The 
vomitus consisted of recently eaten undigested 
food and very rarely had streaks of bright red 
blood. The pain was spasmodic in character 
and usually lasted for only a few minutes. At 
the onset of her illness she had about one to 
four attacks a day about every two or three 
weeks. These increased in frequency and at the 
time of admission they occurred about every 
other day. She had never tried soda or milk 
to relieve the pain. There was no history of 
bloody or tarry stools. Her appetite had de- 
creased only very little. During the year be- 
fore entry she developed marked weakness and 
easy fatigue. She had lost about ten pounds 
in weight during the past three years. 

The family, marital and past histories are non- 
contributory. 

Physical examination showed a well-developed 
and nourished woman in no acute distress. Her 
tonsils were large and ragged. The heart and 
lungs were negative. The blood pressure was 
122/80. There was slight tenderness to the right 
of the midepigastrium. 

The temperature was 98°, the pulse 60. The 
respirations were 14. 

Examination of the urine was negative. The 
blood showed a red cell count of 4,100,000, with 
a hemoglobin of 80 per cent. The white cell 
count was 6,000, 50 per cent polymorphonuclears, 
38 lymphocytes, 7 eosinophils, 5 large monocytes. 
A smear was not remarkable. The stools were 
soft, brown and showed a negative guaiac test. 

A gastro-intestinal series performed in the 
Out-Patient Department one month before entry 
showed an obstructing lesion at the pylorus 
with 60 per cent retention of barium. An ex- 
amination after lavage showed a _ polypoid 
growth, without stalk, 2 centimeters in diameter, 


L 


located within the last inch and a half of the 
stomach. At the end of each of the four ex- 
aminations there was a large residue in the 
stomach. A gastroscopic examination showed a 
small, nodular, nipple-like excrescence, bright 
red in color and about 5 millimeters in diameter, 
located on the anterior wall of the pylorus to- 
ward the lesser curvature. The lesser curvature 
appeared irregular and indurated without any 
peristalsis passing over it. There was one slight- 
ly depressed area in this region suggesting an 
ulceration. The greater curvature and posterior 
wall were very red. 

Two weeks after admission operation was per- 
formed. She had an uneventful convalescence 
and was discharged two weeks after operation. 


DIFFERENTIAL DIAGNOSIS 


Dr. CHEstEeR M. Jones: ‘‘Three years before 
entry she began to experience colicky epigastric 
pain accompanied always by generalized goose 
flesh.’”’ I do not know what that means, un- 
less it means that she did not have hives. At 
any rate I do not think it is an allergic manifes- 
tation. 

There are one or two things that one would 
like to know that are not in the history. One 
is the relation of the pain to the intake of food. 
There is no mention when it came, whether it 
was immediately after or during a meal, or many 
hours after. The only thing it says is that it 
was sometimes accompanied by nausea and less 
often by vomiting, which relieved the pain im- 
mediately. It might have been an hour or so 
after induction. It does not sound to me like 
a good ulcer story, and from the story alone I 
should not think that she had peptic ulcer. She 
never tried to relieve the pain by food or soda 
and that might give some additional informa- 
tion if we knew what that did. The history 
suggests a gastric lesion. There are no diffi- 
culties in swallowing and no apparent trouble 
in the esophagus. I do not think the trouble is 
below the stomach, unless in the first portion 
of the duodenum. The relief of her symptoms 
by vomiting or by pressure is of some interest 
and it seems to me it is a little suggestive of 
gastric lesion or something that might be called 
gastritis. 

Physical examination does not help any. I 
think it is of no real aid in making the diag- 
nosis. The red count is diminished but not very 
low for a woman. 

The only thing remarkable in the laboratory 
examination is the absence of abnormal findings 
plus possibly an eosinophilia of seven per cent, 
which may have significance, although I do not 
know any condition in the stomach that is go- 
ing to give eosinophilia and I cannot link it in 
with the story. The obvious thing to do was 
to take an x-ray, which was done. 

I do not believe her symptoms are due to gas- 
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trie polyp alone. We have had an occasional 
case where a pedunculated polyp moving down- 
ward with intake of food intermittently ob- 
structs the pylorus. This x-ray does not sug- 
gest that there is a pedunculated polyp. It is 
very freely movable and I should be surprised 
if her symptoms of distress, pain and vomiting 
are caused by the presence of the polyp alone. 

The lesion was in the prepyloric zone defi- 
nitely. It was just above the pylorus and there 
was a tumor of some sort that Dr. Benedict was 
able to see. 

The description we have here of the gastros- 
copy suggests a rather diffuse gastric irrita- 
tion which might be called gastritis; and the 
presence of ulcer would fit in with that diag- 
nosis perfectly well. A small tumor in the 
prepylorie area might be a thickening of one 
of the folds of the stomach. It is not very large, 
five millimeters. It is possible that it might 
represent nothing more than in a sense a rugous 
enlargement of one of the folds of mucous mem- 
brane. I take it she was not bleeding when 
examined under the gastroscope. I do not know 
how to interpret the absence of peristalsis. I 
should like to know what Dr. Benedict has to 
say about that. I should not expect much peris- 
taltic activity anyway, but the fact that he 
mentions it indicates that he considered it im- 
portant. I would like to know whether the 
roentgenologist noted it. It may be there was a 
lack of peristalsis and it may mean a scirrhous 
type of involvement of the wall of the stomach, 
with a local elevation of tissue,—all due to scir- 
rhous carcinoma. Obviously a flat diagnosis 
from the facts we have at hand is in the nature 
of a guess. The only important issue is to de- 
cide that the patient should be explored, and 
this was done. 

I do not believe that this is an ordinary adeno- 
earcinoma. I should imagine this nodule in the 
prepylorie area was not prepyloric cancer in the 
sense of the usual lesion we see. If it is polyp, 
I do not think it is the cause of her symptoms. 
The symptoms should be explained on chronic 
gastritis. I should expect the surgeon would 
find chronic gastritis there with a polyp. 


CLINICAL DISCUSSION 


Dr. George W. Houmes: As Dr. Jones 
pointed out, there is no statement as to whether 
peristalsis passed over the involved region, and 
I agree with him that this would be an impor- 
tant point in diagnosis. Gastric stasis, especial- 
ly a large amount, is quite important because 
’ it indicates an obstructing lesion at the pylorus 
in the absence of any other explanation for sta- 
sis. If we look first at the larger films the le- 


sion appears to be quite localized and to be con- 
fined to the area immediately before the pylorus, 
possibly extending into the pyloric valve. The 
pylorie ring is a little wide and the opening is 


displaced. It does not seem to be in the cen- 
ter of the antrum. Just below it, toward the 
greater curvature side of the stomach, we see 
a mottled appearance which is fairly constant. It 
does not vary from film to film. There is noth- 
ing in these films to lead us to suspect that the 
lesion extended any distance up the lesser curva- 
ture. 

We have some small films that are interest- 
ing because with the stomach well filled, as you 
can see, the mottled appearance entirely disap- 
pears. They also show the concentric position 
of the pyloric ring. There must be some flex- 
ibility of the wall, otherwise it would not show 
mottling with compression. Here is another se- 
ries showing disappearance of the mottling and 
a little better idea of the mucosa in the in- 
volved area. I do not think that is normal mu- 
cosa, but I do not see evidence of an ulcer 
crater. 

Dr. Wiuu1AM B. Breep: Would the location 
and growth of that rule out alymphoma? That 
might hook up with the eosinophilia. That 
might be an indication of lymphoma, I should 
think. 

Dr. Houmes: Lymphoma ean occur in any 
part of the stomach but from the x-ray this 
would be an unusual picture for lymphoma. 
The absence of any changes in the mucosal folds, 
and the fact that it is a single lesion are against 
lymphoma. 

Dr. 
thing to add? 

Dr. Epwarp B. BEenepict: On gastroscopy 
the lesser curvature appeared irregular and 
somewhat indurated, and no peristalsis was pass- 
ing over this region, all of which suggested the 
possibility of an infiltrating type of carcinoma. 
There was a marked gastritis associated with 
the lesion. 

Dr. Epwarp D. Cuurcuiii: I know the out- 
come of this case because I operated on her. I 
think it is surprising, in going back over the 
evidence, that a corregt diagnosis was made. 

It is the story of gastritis except for. the ob- 
struction at the pylorus. I do not know why 
the pylorus appeared obstructed by x-ray be- 
cause the lesion found could not have caused 
obstruction. With evidence of a definite x-ray 
lesion in the prepyloric region and Dr. Bene- 
dict’s observation by gastroscopy to back us 
up, a preoperative diagnosis of a prepyloric le- 
sion, probably malignant, was made. Palpation 
of the stomach, which was not dilated, showed 
a small thickening one inch from the pyloric 
ring. The pyloric ring was normal, not in- 
volved in any scar tissue. The lesion felt like 
a small nodule, not much bigger than a finger- 
nail, in the mucosa. There was no involvement 
of the serosa, and no involvement of the mus- 
cular coats of the stomach. A pylorectomy with 
Billroth II anastomosis was performed. 


Dr. Benedict, have you any- 
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Dr. CHEstTeR M. Jones’ DIAGNOSES 


Chronic gastritis. 
Prepylorie ulcer. 
Polyp of the stomach with ? of carcinoma. 


PatHotocic DiAGNosEs 


Adenocarcinoma of the prepyloric area of the 
stomach. 
Acute and chronic gastritis. 


Patuoiocic Discussion 


Dr. Mauuory: The crux of the diagnosis in 
this case certainly was the location of the le- 
sion. In the specimen which was resected we 
could not entirely agree with either the gastro- 
enterologist or the x-ray man as to the char- 
acter of the local lesion. We found a quite 
definite ulcer, about seven millimeters in diam- 
eter, one edge of which, the one away from the 
pylorus, was very slightly polypoid. The pro- 
jection was so slight, however, that in gross we 
questioned whether it might be just a bit of 
shaggy fibrin on the edge of the ulcer. The 
other margin of the ulcer was rather hard to 
make out, but it felt rather firm. None of us 
were willing grossly to commit ourselves to a 
diagnosis of carcinoma from the appearance of 
the lesion. When the sections came through we 
found an appearance similar to those of the two 
other very early prepylorie lesions which we 
have, where the character of the epithelium is 
markedly abnormal but in which we were never 
able to demonstrate any invasion. This case I 
think forms an important connecting link be- 
tween those cases and the more usual frank 
prepylorie cancer, because at one point we were 
able to find definite microscopic invasion below 
the muscularis mucosa; so that here is a case 
showing the precancerous type of epithelial 
change throughout most of the lesion and defi- 
nite early invasion in the remaining portion. 

Dr. CHurcHiLL: There is some question about 
the specimen. When removed from operation 
it was handled quite a‘bit before it was sent 
over to you and although you say it was an 
ulcerated lesion it did not appear grossly as we 
would picture an ulcer. It looked to me more 
like a lesion of the lip, early squamous cell car- 
cinoma of the lip, with elevation and firmness 
of the mucous membrane, but without much ero- 
sion. 

Dr. Matuory: Perhaps I should have de- 
seribed it as an erosion rather than an ulcer. 
It was not so deep as an ulcer would be. 

Dr. CuurcHitt: I should say that grossly 
there was no inflammatory reaction. 

A Puysictan: Did it in any place invade the 
muscular coats? 

Dr. Mautiory: It has not got down to the 
true muscles, but it is definitely below the mus- 
eularis mucosae. 


Dr. Houmes: Can you explain at all the 
difference in location of the lesion as described 
by the surgeon and the radiologist? How far 
was it from the pylorus? 

Dr. Mauuory: It was very close to the ring. 
We measured it as two centimeters from the 
ring. 


CASE 21122 
PRESENTATION OF CASE 


A seventy-nine year old Irish-American wid- 
ower entered complaining of jaundice of three 
months’ duration. 


Four months before entry the patient was 
suddenly awakened at night with a severe pain 
and chill that ‘‘completely exhausted him by 
morning and shook the entire bed’’. He felt 
feverish the next morning and called his phy- 
sician who told him that he had grippe and sent 
him to a hospital where he remained for about 
six weeks. While in the hospital he had two 
relapses accompanied by chills similar to the 
one that initiated his illness. Three months be- 
fore entry while still in the hospital and during 
his second chill he noticed that his stools were 
white. A few days later he was jaundiced. His 
urine was tea colored at that time and has re- 
mained so since. He believed that his jaundice, 
which was accompanied by intense itching, had 
become less intense. At no time did he have 
pain, nausea, vomiting or indigestion. Three 
weeks before entry he developed a cold and a 
severe cough producing a thick, ropy, foul- 
smelling material. Because of this cough he 
postponed his admission to this hospital. His 
appetite, which had been good, had become very 
poor since the onset of his illness. He had lost 
about twenty pounds in weight, weighing at the 
time of entry approximately 170 pounds. 

His father died at the age of seventy-eight 
from ‘‘mine fever’’. His mother died at the 
age of seventy-two of tuberculosis. One brother 
died at the age of thirty-three of tuberculosis 
and another at sixty-five of pneumonia. One 
sister died at the age of seventy-six of cancer 
of the breast. His wife died forty-seven years 
ago of cancer of the stomach. 

Fourteen years before entry he was in a hos- 
pital for five weeks with ‘‘myocarditis after a 
breakdown’’. He had slight edema of the ankles 
in the evening. He had always been very active 
and at the time of entry still felt pretty strong. 

Physical examination showed a well-developed, 
slightly obese, markedly jaundiced man. There 
were a few dilated venules on the trunk and 
a few veins on the lower abdomen. The sclerae 
were intensely jaundiced. His teeth were ab- 
sent. The lungs were clear. The heart showed 
a rough, musical, systolic murmur over the en- 
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tire precordium, heard loudest at the second 
right intercostal space. The blood pressure was 
140/64. The right half of the abdomen felt 
somewhat full and was slightly dull. In this 
region there was a firm mass which moved with 
inspiration and which was slightly tender. The 
edge of the mass could not be felt. The spleen 
was not felt. The prostate was slightly en- 
larged, smooth and firm. There was some pit- 
ting edema of both legs. 

The temperature was 99.2°, the pulse 94. The 
respirations were 22. 


The urine was dark amber to green in color, 
had a specific gravity of 1.018 to 1.022, a green 
to orange test for sugar and a positive bile test. 
(He was given daily intravenous glucose.) The 
sediment showed an occasional white blood and 
epithelial cell but no red blood cells. Examina- 
tion of the blood showed a red cell count of 
3,370,000, with a hemoglobin of 70 per cent. The 
white cell count was 11,000, 82 per cent poly- 
morphonuclears. The stools were soft, formed, 
and gray in color. A guaiac test was negative. 
A Hinton test was negative. The nonprotein 
nitrogen of the blood was 25 milligrams. The 
serum protein was 5.8 per cent and the serum 
chloride 102 cubie centimeters N/10 Cl per 100 
eubie centimeters. The blood sugar was 72. The 
bleeding time was seven minutes; the clotting 
time six minutes. <A liver function test showed 
100 per cent retention. The van den Bergh 
test was 28.12 direct. 

A gastro-intestinal series showed a hernia of 
the stomach and a diverticulum of the duodenal 
loop in the region of the gall bladder. A chest 
film showed no enlargement of the heart although 
the aorta appeared to be dilated. 

On the third day the temperature began to 
rise, reaching 102° on the fourth day and 103° 
on the fifth. His sputum increased in amount 
and was often bloody. Generalized rales de- 
veloped throughout the chest. He rapidly failed 
and died nine days after entry. 


DIFFERENTIAL DIAGNOSIS 


Dr. Ricnarp H. Sweet: We have then a 
seventy-nine year old man with obstructive jaun- 
dice of four months’ duration. The onset was 
sudden with pain and evidences of infection, 
chills and fever. Recurrences of the chills and 
fever remind one somewhat of Charcot’s syn- 
drome suggesting a biliary tract infection. After 
reading that the onset was with pain, it is con- 
fusing to read later that ‘‘at no time did he 
have pain, nausea, vomiting or indigestion.’’ 
Presumably there was but one attack of pain. 
We note a considerable loss in weight, twenty 
pounds. 

Our conclusion from the history of the pres- 
ent illness is that there is an obstructive jaun- 


dice with persistent absence of bile in the stools 
and that there is probably an associated biliary 
tract infection as manifested by the chills and 
fever. 


We discover from the examination that there 
is a mass in the right upper quadrant of the 
abdomen, but its size and shape are not defined. 
There is marked jaundice and from the labora- 
tory examinations we gain confirmation of the 
fact that the jaundice is the obstructive type. 
A positive guaiac in the stool is by no means 
rare in deeply jaundiced patients without any 
definite lesion in the gastro-intestinal tract. 


His course in the hospital would suggest that 
he died of a terminal pneumonia. 


Granted that we are dealing here with ob- 
structive jaundice, it is not so easy to predict 
its cause from the rather conflicting evidence at 
hand. If we assume that there was pain, espe- 
cially with the chills and fever, we might postu- 
late the presence of a stone in the common duct. 
On the other hand, if we accept the contradic- 
tory statement that he had no pain, remember- 
ing also the palpable mass in the right upper 
quadrant and the loss of weight and appetite, 
we cannot deny the possibility of malignant dis- 
ease. If the mass were only described a little 
more completely, it would aid us materially, be- 
cause if it is the gall bladder, the proper as- 
sumption would be that there is a carcinoma of 
the pancreas obstructing the common duct. If, 
on the other hand, the mass turns out to be 
the liver we might be dealing with a malignant 
obstruction of the hepatic ducts above the cystic 
duct. To approach any nearer than this to the 
making of a definite diagnosis on the basis of 
the evidence as given in this record is perhaps 
foolish, but if asked to give a definite opinion 
as to the diagnosis in this case I would guess 
that there is a carcinoma of the pancreas ob- 
structing the common duct. 


CLINICAL DIAGNOSES 


Obstructive jaundice, ? carcinoma of the head 
of pancreas, ? common duct stone. 

Arteriosclerosis. 

Secondary anemia. 

Bronchitis. 

Bronchopneumonia. 


Dr. RicHarp H. Sweer’s DrAGgnosis 


Carcinoma of the pancreas obstructing the 
common duct. 


ANATOMIC DIAGNOSES 


Adenocarcinoma of the common bile duct. 
Obstructive jaundice. 

Central necrosis of the liver. 

Acute cholangitis, slight. 

Arteriosclerosis. 

Bronchopneumonia. 
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PaTHOLOGIC DISCUSSION 


Dr. Tracy B. Matnory: Dr. Sweet’s com- 
ments on the inadequacy of the description of 
the abdominal mass are entirely justified and 
it is always a little unfair to ask a surgeon to 
commit himself on the basis of a medical man’s 
examination of the abdomen. The mass which 
was felt was undoubtedly the liver which, even 
at autopsy, projected three centimeters below 
the costal border. The gall bladder was not en- 
larged and contained perfectly clear, colorless, 
watery fluid. Just at the junction of the cystic 
duct with the common bile duct a small tumor 
one centimeter in length was found which al- 
most completely obstructed the common duct 
and the orifice of the cystic. Beneath the tu- 
mor in the duct wall a small nodule 1.5 centi- 
meters in diameter was found in the gastro- 
hepatic ligament. There were no metastases. 

There is always some question how a case of 
this type should be handled. If the obstruction 
is in the pancreas or in the ampulla a palliative 
anastomosis is often possible and sometimes pro- 
duces astonishingly favorable results for months 
or even years. Moreover, stone can never be 
certainly excluded no matter how typical the 


story may be for cancer. A cancer high up in 
the common duct, however, like this one, is so 
strategically located that it can kill at an earlier 
stage than cancer anywhere else in the body and 
even palliative measures are out of the question. 

Moreover, the operative mortality in this 
group of cases is extremely high even when 
nothing beyond an exploration is attempted. As 
far as postmortem examinations throw any light 
upon this it seems to me that the extent of sec- 
ondary liver damage probably controls the prog- 
nosis. Complete obstructive jaundice—whether 
or not complicated by cholangitis—regularly 
produces in the course of weeks extensive de- 
generation of the liver, and such cases tolerate 
anesthesia and operation very badly. 


This patient was in such poor condition on 
entry that it was felt unwise to attempt surgery 
unless his general condition could be distinctly 
improved by medical treatment. In spite of 
appropriate therapy he went steadily and rap- 
idly downhill. At postmortem, slight cholan- 
gitis and very marked and extensive central ne- 
erosis of the liver lobules suggested that the 
decision not to attempt operation was a wise 
one. 
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QUALITY IN EDUCATION 


Ir is interesting and perhaps significant that 
just now there should be increasing emphasis 
on quality in education as distinguished from 
quantity. At a recent meeting of college repre- 
sentatives held in Atlanta, there was expressed 
a strong sentiment that the standardization 
process had not accomplished the main objective 
of education. What is more important is that 
such expression was sympathetically received. 
More recently in Chicago at the meeting of the 
Council on Medical Education and Hospitals, 
the American Medical Association and the Feder- 
ation of State Boards of Registration, a proposal 
to deal with the problem of overproduction in 
the professions by emphasizing the quality of 
the product was received with considerable en- 
thusiasm. It is a group not given to enthusi- 
asms. 


The movement is not new. The idea is back 
of individualization in education whenever it has 
appeared. The unit in education is the student, 
not the course. We have witnessed a period of 
expansion in education, to be sueceeded, as Mat- 


thew Arnold said, by a period of concentration. 
The ideals of the two periods are not identical 
but neither can entirely obliterate the other; 
perhaps the beginning of the epoch of concentra- 
tion is upon us. 

There are cautious experiments in the col- 
leges, in admitting some candidates who do not 
meet the formal standards generally adopted, 
but who have impressed some evaluators as be- 
ing candidates of promise. The method, the 
evaluators, and the candidates are all on trial. 

The feeling is growing that the teaching 
in educational institutions should be more in- 
formal than in the past. The aim, the goal, 
the end should be formulated as clearly as pos- 
sible for each institution, and the question 
should be, not how long a time do you spend, 
not what is the content of the curriculum, not 
what are the methods employed, but how suc- 
cessful are you in reaching your goal? It is not 
that the early questions are to be utterly for- 
gotten; they are not irrelevant: in a certain 
sense the method determines the result. But the 
major interest lies in the quality of the product, 
and it is in the light of the product, that method, 
and content of curriculum, and arrangement of 
work in orderly sequence, are to be evaluated. 
In themselves they are nothing. 

The re-survey of medical schools which is now 
in the making will of necessity evaluate the in- 
stitutions by formal standards. Their informal 
attainments cannot be determined easily. There 
is no reason to think that finality has now been 
more nearly reached in medical education than 
elsewhere. There are enough schools, enough 
students, enough physicians, all reckoned gross- 
ly. What is needed is better schools, better 
students, better physicians, directed to the ever- 
receding goal of better care for the sick, better 
eare for the well. It is to be hoped that quality 
rather than quantity will quite generally be 
accorded first plaee. 


SURGERY OF THE SYMPATHETIC 
NERVOUS SYSTEM 


Surgery of the sympathetic nervous system 
is of recent origin. Not more than ten years 
have passed since this, one of the last systems 
of the body to be attacked by surgical methods, 
first came into prominence as the result of the 
unusual publicity given to the work of N. D. 
Royle and his coworkers on sympathetic ramisec- 
tion for the treatment of spastic paralysis. In 
spite of the fact that this operation was not 
based on sound physiological grounds and that, 
in general, it has not been accepted by the medi- 
eal world, the secondary influences which came 
from this work have been most important. 
Royle’s investigations led other workers to sim- 
ilar operations, for a widespread group of con- 
ditions, on various parts of the sympathetic 
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nervous system. Of those diseases treated by 
surgical methods the best results have been ob- 
tained in the functional disturbances of the 
blood vessels, such as Raynaud’s disease, throm- 
boangiitis obliterans and intermittent claudica- 
tion. The secret of the success of operations for 
the above conditions appears to be the result of 
the temperature changes associated with dilata- 
tion of the blood vessels and the abolition of 
vasomotor spasm with consequent relief of pain. 
Other diseases relieved with a moderate degree 
of success, although sometimes with extraordi- 
narily good results, are angina pectoris, chronic 
arthritis, and diseases of the pelvic organs, par- 
ticularly those connected with the lower colon, 
such as Hirschsprung’s disease and bladder 
dysfunction. 

In addition to the treatment of disease by sur- 
gical methods, a movement for investigating the 
form and function of the sympathetic nervous 
system has been greatly accelerated. We are 
now in a position to clearly visualize the anatomy 
of the system and, in part, to understand its 
physiology. We are still, however, unable to 
identify the pathological conditions, except in 
one or two instances. Naturally, the intensive 
work done in the last ten years on this subject 
has been reported widely in medical journals. 
Recently, moreover, a number of monographs 
have appeared, not the least important of which 
is that issued, this year, by Livingston*. 

The author has compressed into a book of two 
hundred and fifty pages a remarkable amount of 
information about what he rightfully terms ‘‘the 
visceral nervous system’’; fifty pages give a 
brief but adequate review of the anatomy and 
physiology, a slightly longer section is concerned 
with the clinical conditions, and finally, a third 
part deals with the actual surgical procedures, 
particularly the surgical technique. The book, 
however, is not designed entirely for the sur- 
geon; it should be most useful to all internists 
and neurologists. This personal monograph, 
the result of the observation of over three 
hundred cases by the author, augmented by 
his wide knowledge of the literature and the 
advances by other investigators, is, as the pub- 
lisher so modestly states on the dust-cover, ‘‘a 
comprehensive and well organized monograph’’. 
The subject is of great interest to practically 
every physician, for the sympathetic nervous sys- 
tem is widespread and concerns functions which 
are related to all of the medical specialties. Al- 
though Livingston has written a book based 
largely on his own experiences, his work should 
have a wide appeal, for he has not by any means 
taken a narrow point of view. Thoroughness 
and conservatism are the two outstanding char- 
acteristics of the author’s work. 


Nervous System. Charles C Thomas, Springfield, Ill. & Balti- 
more, Md., 1935. xi + 254 pages. 


AUTOMOBILE ACCIDENT INSURANCE 
FRAUDS 


For some time there has been carried on as 
thorough as possible an investigation of the al- 
leged automobile accident insurance frauds, by 
the Massachusetts Claim Investigation of which 
Frederick W. Mansfield, now His Honor, Mayor 
of Boston, was formerly chairman. The num- 
ber of such cases ran into the thousands and 
there is the possibility of involvement of the 
following: the driver of the car; the claimant; 
the physician who first saw the claimant; the 
lawyer for the claimant; the physician for the 
insurance company; and the adjuster. It has 
been found that usually the conspiracy to de- 
fraud involves only the claimant, his physician 
and his lawyer. 

The medical profession is interested in its 
transgressing members rather than in the claim- 
ants and the lawyers. The number of trans- 
gressing physicians is not large, relative to the 
number of physicians in the state and to the 
number of cases, but the frequent association of 
certain physicians with fraudulent claims sug- 
gests a habit-forming element not hitherto sus- 
pected. The amount of money involved for the 
physician is so small, in some individual cases, 
that one wonders at this deceit and petty thiev- 
ery; in the aggregate it may be large. The 
habitual claimant may, under various aliases, 
have had a score or more of alleged accidents, 
netting him a hundred dollars or more per claim. 
Of course the lawyer gets his share. 

It is conceivable that an honest physician may 
be an innocent accessory, but it is a little diffi- 
eult to see just how this would happen if he 
were really honest and made and kept immedi- 
ate, accurate and adequate records. The re- 
sources of the crooked physician are well known 
and need not be described. 

It is to be noted that the physician is a sine 
qua non, an indispensable factor, in this con- 
spiracy, for except after medical examination, 
the insurance company pays no claim. Since 
the medical profession holds this key position 
it should not be indifferent to what some of its 
members are doing. The State, through the 
Board of Registration in Medicine, may take 
statutory action, and this may prove to be all 
that is necessary, but it behooves the medical 
profession to take cognizance of this abuse which 
is hurting its good name. 


THIS WEEK’S ISSUE. 


ContTarns articles by the following named au- 
thors : 


Quinsy, C. B.A., M.D. Harvard 
University Medical School 1902. F.A.C.S. Clin- 
ical Professor of Genito-Urinary Surzery, Har- 
vard University Medical School. Urological Sur- 


Ag 
ary 


VOL. 212 
NO. 12 


EDITORIAL DEPARTMENT 


525 


geon, Peter Bent Brigham Hospital, Boston, 
Mass. His subject is ‘‘Indications for and Re- 
sults of Total Cystectomy for Cancer of the 
Bladder.’’ Page 501. Address: Peter Bent 
Brigham Hospital, Boston, Mass. 


HepsurN, THomas N. A.B., A.M., M.D. 
Johns Hopkins University School of Medicine 
1902. F.A.C.S. Urologist, Hartford Hospital; 
Consulting Urological Surgeon, New Britain 
General Hospital, New Britain, Conn.; Rock- 
ville General Hospital, Rockville; Charlotte 
Hungerford Hospital, Torrington; Manchester 
General Hospital, Manchester; Meriden General 
Hospital, Meriden; and Bristol Hospital, Bris- 
tol. His subject is ‘‘ Ureterorectal Anastomosis. ’’ 
Page 503. Address: 179 Allyn Street, Hart- 
ford, Conn. 


Derow, Harry A. M.B., M.D. Boston Uni- 
versity School of Medicine 1927. Assistant 
Physician, Beth Israel Hospital. Instructor in 
Medicine, Harvard Medical School. His sub- 
ject is ‘‘Significance of Postoperative Rises of 
Blood Nonprotein Nitrogen.’’ Page 509. Ad- 
sem 475 Commonwealth Avenue, Boston, 

ass. 


Strong, Eric. §S.B., M.D. Harvard University 
Medical School 1918. F.A.C.S. Assistant Sur- 
geon, Gynecological Service, Rhode Island Hos- 
pital. Attending Physician, Rhode Island Birth 
Control Clinic. Consulting Urologist, Provi- 
dence Lying-In Hospital. Surgeon in Charge, 
Urological Service, Charles V. Chapin Hospital. 
His subject is ‘‘Contraception as a Possible 
Means of Reducing Gynecological Morbidity.’’ 
Page 511. Address: 199 Thayer Street, Provi- 
dence, Rhode Island. 


Che Massachusetts Medical Society 
ANNUAL MEETING OF THE SECTION OF 
OBSTETRICS AND GYNECOLOGY, JUNE 
3, 1935 


‘‘MATERNAL mortality and morbidity in this 
country has long been viewed with concern. 
Medical journals constantly make reference to 
the subject, while the lay press has given it a 
prominence never before accorded to any medi- 
eal question. This is not surprising as no health 
problem ean be of greater consequence to a na- 
tion than maternal and infant welfare. From 
either the humanitarian or the utilitarian stand- 
point it is of supreme importance to ensure to 
the expectant mother safe conduct through preg- 
nancy and labor as far as is humanly possible.’’ 
The above quotation is from the book, ‘‘Mater- 
nal Mortality and Morbidity’’, by Professor J. 
M. Munro Kerr. At the June meeting the Fel- 
lows will have an opportunity to hear an im- 


partial discussion by Dr. Charles E. Mongan. 
His paper is entitled ‘‘Maternal Mortality: A 
Demand for Fairness.’’ 


Disease of the cervix is the cause of more dis- 
comfort than any other gynecologic condition. 
The correct diagnosis and proper treatment gives 
not only relief to the patient but may prevent a 
cancer death. The Section is fortunate in hav- 
ing Dr. Carl Henry Davis of Milwaukee, Wis- 
consin, speak on the subject of ‘‘ Diagnosis and 
Treatment of Lesions of the Cervix Uteri.’’ Dr. 
Davis is Clinical Professor and Director of the 
Department of Obstetrics and Gynecology, Mar- 
quette University School of Medicine. 


The relief of symptoms by surgery performed 
on the autonomic system has opened up a fascin- 
ating field of much promise. In gynecological 
practice, sympathectomy of the superior hypo- 
gastric plexus (presacral nerve) for pelvie pains 
due to various causes has come to occupy an 
established place. In properly selected cases it 
offers relief without sacrifice of the ovaries or 
uterus. Dr. Frank Pemberton will discuss this 
in his paper entitled ‘‘Presacral Neurectomy.’’ 


THE HAZARDS OF PUBLICITY 


A CoMMUNICATION FROM THE COMMITTEE ON 
Pusuic HEALTH 


Tue older and accepted ethics of the medical 
profession forbade the deliberate entrance of 
physicians into public advertising. While there 
have always been a few individuals, like Para- 
celsus, who have disregarded this rule of be- 
havior, and there have also been those whose 
work has unconsciously drawn them into public 
exhibition, the old tabu dealt effectively and 
satisfactorily with human nature for centuries. 
For this reason alone it should not be modified 
without serious thought. The purpose of this 
article is to discuss the present position of the 
medical profession on this subject. 

In recent years it has become particularly dif- 
ficult to maintain anything of a traditional na- 
ture. It has been pointed out that to conform 
with our changing social and economic life the 
medical profession should become more articu- 
late in its relation to the public. It is gener- 
ally believed that this suggestion came from 
the business world, but it was really Mrs. Eddy 
who invented corporation publicity and de- 
vised the methods to make it work. She had a 
‘‘Committee on Publication’’ in each state of 
the Union, and in all some fifty functioning 
publicity men scattered throughout the coun- 
try. As big business took up the art it was 
called advertising; during the war it became 
propaganda; since the war it has become edu- 
eation. Now we term it public health educa- 
tion, and it is beginning to be sponsored (i.e., 
paid for) with the official endorsements of so- 
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cieties, associations, colleges and academies. Call 
it by any name you will; ascribe it to any mo- 
tive, high or low; sponsor it by whomsoever 
you wish—it is the same thing in the eyes of the 
world. Publicity has established religions, won 
and lost wars, sold automobiles, and brought 
people to the doctors for periodic health exam- 
inations. It has many varieties and mediums, 
some of which may now be considered. 

First, there is the publicity which is some- 
times the unavoidable accompaniment of the 
‘‘human interest’’ story, which, in the absence 
of political and criminal copy, occupies the 
front page of the daily press. These stories are 
generally harmless and can be readily under- 
stood. The press insists upon its ‘‘Freedom’’,— 
one element of which is apparently the freedom 
to make its copy entertaining. A good story 
needs no further justification, let the chips fall 
where they may. This has always been so and 
probably always will be, but on the whole the 
newspapers have the good taste to recognize 
our disinclination to be drawn into such affairs. 
The press also shows discrimination in its ac- 
eeptance of advertising copy, and we should 
look upon it as a matured institution, operated 
on the whole for the good of the community. 

The radio, on the other hand, is immature in 
its taste and judgment. Its relative novelty 
has somewhat blinded us to this fact, but any- 
one who listens to the claims of the makers of 
Pepsodent antiseptic, Sprudel salts or Fleisch- 
mann’s yeast (to mention only a few of them) 
ean hardly be impressed with our own broad- 
casts on the same subjects—if indeed they ever 
hear them. When we go on the air we are in 
fast company. We lack their glib delivery; 
we lack their sense of humor; we lack their 
talent for entertainment, and we cannot afford 
to pay their prices. 

The medical broadcasts of the State Depart- 
ment of Public Health and those written by 
the Fellows of the Massachusetts Medical So- 
ciety during the past four years are admirable 
presentations. Their authors have spent many 
hours preparing them. Considered alone they 
are good medical publicity. They cannot be 
considered alone, however, for they are but a 
small part of the publicity to which our citizens 
are exposed. If experimental facts indicate 
that Vitamine A may be a factor in resistance 
of rats to infection, the next day you can buy 
a generous portion in a nickel’s worth of cough 
drops. If we present the problem of rickets 
prevention, every food on the market appears 
as its vehicle. When we suggest that people 
should avoid exposure to colds, we find them 
gargling half a dozen flavored solutions, be- 
cause they are told through the same publicity 
mediums that this is the way to avoid colds. 
Perhaps the worst hallucination we ever sanc- 
tioned was the hygienic idea that the bowels 
should move every day. If we can’t be specific 


somebody else can, so we bait the hooks and 
they catch the fish. To be familiar with what 
the medical profession is talking about is to 
hear and understand but one feeble voice in 
the babel of them all. From this larger point 
of view we do not and cannot make our own 
motives and ideas clear to our citizens. We 
are misquoted in the press and on the air a 
thousand times a day, and we don’t even know 
when and where it happens. 


All this is harmless gaiety when compared 
to other results of publicizing medical progress. 
It is surprising to think that the public can 
be told that the paralysis of poliomyelitis can 
be prevented by convalescent serum, or that 
measles can be ameliorated by placental extract, 
before there is any evidence that these things 
are so. It is also noteworthy that such pro- 
nouncements usually proceed from hospitals, 
universities, departments, and societies. These 
are the organized groups who are dabbling with 
publicity and who are mainly responsible for 
the untimely statements that will surely under- 
mine the public’s confidence, not only in them, 
but in us as individuals. They do not do it 
intentionally; they would like to go so far 
and no farther; they would like to confine them- 
selves to established facts, but this great force, 
Publicity, cannot be tamed. If it cannot use 
its imagination, dramatize, and overstate extrav- 
agantly, it ceases to function at all. Inasmuch 
as such immoderate habits are not compatible 
with either the science or the practice of med- 
icine, it is a question whether we should pause 
in our rapid modification of the old-fashioned 
ethical standards. 


_ Reference should also be made to our own 
professional publicity men. On the whole they 
are individuals who are honestly striving to 
carry the good word. They are anxious not to 
overstate their subjects. We know them and 
respect them as they do us. In trying to de- 
crease “‘the gap between what we know and 
what we do’’, they fail to appreciate the com- 
plexity of what we know and the difficulties 
which surround our daily doing. They tend to 
acquire a peculiar characteristic for which there 
is no word in the English language. It is fre- 
quently found in professors, lecturers and teach- 
ers. None appreciate more than they the great- 
ness of Edward Jenner, but they fail to appre- 
ciate the most remarkable thing about his great- 
ness: that he said once and for all practically 
everything that ever needs to be said about 
the prevention of smallpox. Had he lived to- 
day he could not have done it, and he could 
not have done it when he did if he had been 
obligated to make a contribution to the progress 
of science every year or two. Jenner’s Inquiry 
is, more than anything else, a monument to 
being left alone for a quarter of a century. 
Such monuments are not common. Theophile 
Laennec did a similar thing for auscultation in 
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De 1’Auscultation Mediate in 1819, and Alfred 
Worcester did it for appendicitis in 1892. Wor- 
cester is probably the only man still living who 
has done this rare thing—in fact he said every- 
thing that ever need be said about appendicitis 
in one hundred and one words. (Summary: 
The Treatment of Appendicitis, Am. Gynaec. 
and Paediat., 1891-1892, p. 449.) The circum- 
stances under which these phenomena occur 
might be worth careful analysis, and our uni- 
versities, hospitals, departments, colleges and 
academies might contribute more if they only 
contributed less. 


What chance have the obstetricians of being 
left alone to work out the problems of par- 
turient hypnosis! Their patients often employ 
them on their resourcefulness in answering the 
idiotic question: ‘‘Are you one of the doctors 
who believe that women having children should 
be made to suffer?’’ This is largely the result 
of periodical publicity, in which liberal-minded 
hackwriters try to confuse our clinical reason- 
ing with their own emotional philosophy. It is 
one of the many problems in the solution of 
which the individual presents the unknown fac- 
tor. Standardization is impossible because in- 
dividual people cannot be standardized. These 
are problems on which we ourselves cannot 
agree, and the popular airing of our contro- 
versies may not be the best way to hasten their 
solutions. 

Some able physicians in eastern Massachu- 
setts are now reluctant to make the diagnoses 
of anemia, diabetes, thyroid disease and heart 
disease. Many of the patients whom they so 
label return not to them, but to one of the now 
well-known Meccas for the treatment of these 
conditions. These Meccas enjoy our respect 
and gratitude, and we are generally glad to 
refer our problems to them—but the patient’s 
interests will not be so well served if he is re- 
ferred to them by his laundryman or cook. 

This communication is not intended to be 
petulant or destructive. It is discutient only. 
The medical profession is now dragging the 
anchor which has held it for centuries. In the 
interest of public health we should take ‘‘a 
look to windward’’, but we are inthe storm and 
we’ve got to ride it out. We cannot hope for 
any sudden change. 


But just suppose the authors of our ethical 
codes had given us a tradition of anonymity 
in our medical publications. Stranger elements 
of indirection still thrive in the legal profes- 
sion. Or just suppose each medical author as- 
sumed a nom de plume; that we were to read 
of ‘‘600 Tonsillectomies, by Boz’’, or ‘‘Launce- 
lot’s Treatment of Sporotrichosis.’’ We would 
of course know and admire Boz and Launcelot— 
and they would remain in the telephone direc- 
tories as they are to-day, Drs. John Doe and 
Richard Roe—just supposing. 


SECTION OF OBSTETRICS 
AND GYNECOLOGY* 


Tuomas Atmy, M.D., 
Chairman, 
140 Rock Street, 
Fall River, Mass. 


Cc. J. KickHam, M.D., 
Secretary, 
524 Commonwealth Avenue, 
Boston, Mass. 


TREATMENT FOR PYELITIS COMPLICATING 
PREGNANCY 


We do not feel that the treatment of this con- 
dition in the great majority of cases is essential- 
ly different from that of simple pyelitis. Our 
routine method of treatment consists of the fol- 
lowing : 


1. The patient is put on a régime of absolute 
bed rest, bland diet, large quantities of fluids, 
and sedation. The latter may consist of hot 
fomentations to the kidney region, or of drugs 
such as phenobarbital, hyoscyamus, or pyrami- 
don, singly or in combination. The urine is 
kept alkaline by giving sodium bicarbonate, gr. 
20-30 every four hours. The patient is kept 
on this régime for as long as she continues to 
show improvement. 


2. If the patient does not respond well to the 
above, or if she improves to a certain degree, 
but then shows no further progress, we resort 
to the use of one of the various urinary antisep- 
ties, usually urotropin, given with sufficient acid 
sodium phosphate, or ammonium chloride and 
acid ammonium phosphate, to render the urine 
constantly acid. It has been our experience that 
if urotropin is unsatisfactory in its effect, other 
urinary antiseptics are likewise inefficacious. 
This applies to methylene blue, acriflavine, 
hexylresorcinol, salol, and others. 


3. In a small series of cases which did not re- 
spond satisfactorily after the above methods had 
been given a thorough trial, we have obtained 
excellent results from placing the patient on a 
ketogenic diet. Space does not permit giving 
a detailed account of this; the essential feature 
is that the diet be low in protein and carbohy- 
drate and high in fat. Barborka’s tables pro- 
vide a simple method for its caleulation. This 
method is not rapid, and several weeks may be 
required before the urine becomes sterile, but 
we feel that it is very well worth trying before 
resorting to more radical treatment, and we 
have found it very successful in cases where 
more time-honored methods of therapy were not 
successful. 


4. Catheterization of the renal pelvis, either to 
provide drainage or for lavage with silver ni- 


*A series of short selected articles by members of the Section 
will be published weekly. 

Comments and questions by subscribers are solicited and 
will be discussed by members of the Section. 
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trate or other external antiseptic, we believe 
should be referred to the urologist for such spe- 
cial treatment. 


MASSACHUSETTS LEGISLATIVE 
NOTES 


S. 52. Petition of Charles G. Miles that security 
be provided to hospitals and physicians in the en- 
forcement of reasonable charges for treatment of 
certain personal injury cases. 

Reported in new draft, H. 1898. 

RESOLVE providing for an investigation by the 
judicial council as to providing a lien to secure 
charges of hospitals, physicians and nurses for serv- 
ices rendered in motor vehicle accident cases. 

RESOLVED, That the judicial council be request- 
ed to investigate the subject matter of current sen- 
ate documents numbered fifty-two, one hundred and 
twenty-four, and current house documents numbered 
four hundred and forty-seven, five hundred and 
eleven, eleven hundred and five, eleven hundred and 
nine, twelve hundred and sixty-seven and sixteen 
hundred and fifteen, so far as they relate to provid- 
ing a lien to secure charges of hospitals, physicians 
and nurses for services rendered in motor vehicle 
accident cases; and to include its conclusions and 
recommendations in relation thereto, with drafts of 
such legislation as may be necessary to give effect 
to the same, in its annual report for the current year. 


H. 1400. Reported in new draft, H. 1894. 

RESOLVE providing for an investigation and 
study by a special commission relative to the es- 
tablishment and maintenance of a system of health 
insurance. 

RESOLVED, That a special unpaid commission con- 
sisting of two members of the senate to be desig- 
nated by the president thereof, five members of the 
house of representatives to be designated by the 
speaker thereof, and four persons to be appointed 
by the governor, with advice and consent of the 
council, is hereby established for the purpose of mak- 
ing an investigation and study of the subject matter 
of current house document numbered fourteen hun- 
dred, relative to the establishment and administra- 
tion of a system of health insurance. Said commis- 
sion shall report to the general court the results of 
its investigations and study, and its recommenda- 
tions, if any, together with drafts of legislation nec- 
essary to carry its recommendations into effect, by 
filing the same with the clerk of the house of rep- 
resentatives on or before December first in the cur- 
rent year. For the purposes of this resolve said com- 
mission may expend such sums, not exceeding 
(blank) dollars, as may hereafter be appropriated. 

Referred to rules. 


H. 528. Petition of Annie D. Brown for legislation 
to provide for regulating the practice of physicians 
and surgeons in certain cases. 

Report, leave to withdraw. Accepted in Senate. 
(Final.) 


MISCELLANY 


MASSACHUSETTS DEPARTMENT 
OF PUBLIC HEALTH 


DIVISION oF ADULT HYGIENE 


Number 23 Cancer Clinic Bulletin March 1, 1935 


The following is a paper prepared by the Massa- 
chusetts representative of the American Society for 
the Control of Cancer: 


The American Society for the Control of Cancer 
was founded in May, 1913, and incorporated under 
the laws of New York in 1922, in order that it might 
hold money and receive gifts and grants. Its forma- 
tion was inspired by a committee appointed by the 
American Gynecological Society. 

Its objects are best set forth in the certificate of 
incorporation which quoted verbatim are as follows: 


“The particular objects for which the cor- 
poration is to be formed are as follows: To 
collect, collate and disseminate information 
concerning the symptoms, diagnosis, treat- 
ment and prevention of cancer; to investi- 
gate the conditions under which cancer is 
found and to compile statistics in regard 
thereto.” 


The death rate from cancer has slowly increased 
in the registration area of the United States and 
throughout the world, due allowance being made for 
the fact that more people reach the cancer age 
than formerly, and that by modern diagnostic meth- 
ods the disease is recognized more frequently. At 
the present time there are about 125,000 deaths from 
cancer yearly, in the United States. 


Previous to the foundation of the Society some ed- 
ucational work has been undertaken by the Amer- 
ican Medical Association in 1905 and the Clinical 
Congress of Surgeons in 1913, which appointed a 
committee later instrumental in the publication of 
many articles on cancer in popular magazines. To 
anyone interested in the Society I can do no better 
than refer them to the pamphlet on “The Objects 
and Methods of the American Society for the Con- 
trol of Cancer.” 


ORGANIZATION 


Dr. Charles A. Powers of Denver was the first 
President. At present the officers are as follows: 


Dr. James Ewing, Chairman, Board of Directors. 
Dr. Burton T. Simpson, President. 

Dr. Henry K. Pancoast, Vice-President. 

Dr. Calvert Brewer, Treasurer. 

C. C. Little, Sc.D., Managing Director. 


The Society is governed by an Executive Commit- 
tee of twenty, and an Advisory Council of one hun- 
dred. The headquarters are at 1250 Sixth Avenue, 
New York City. It maintains several field representa- 
tives, but is represented chiefly by Regional or 
State Committees, the chairmen being appointed by 
the central office. The Regional Chairman forms 
his own committee. The whole organization is in 
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skeleton form which can be enlarged if any active 
campaign is undertaken. 


FINANCES 


When the Society was first organized $1000 was 
guaranteed by each of five individuals, but sufficient 
money was raised by private subscription and the 
guarantors were not called upon. Memberships 
were solicited at $5.00 a year and a membership list 
of two thousand was built up in New York and in 
the neighborhood of Boston. The membership has 
fallen off considerably in recent years and Massa- 
chusetts is now represented by only seventy-eight 
members. In Denmark with approximately the same 
population as Massachusetts seventy thousand be- 
long to the cancer control society. In the beginning, 
contributions from the various parts of the country 
were divided between the local committee and the 
main office, but at the present time 80 per cent of 
the money raised by subscription is returned to the 
local state committee. The Society received grants 
in former years from the Commonwealth Fund and 
the Carnegie Foundation. At present the income is 
derived from the Lasker Memorial Fund of $75,000 
as well as the Endowment Fund, the Cleveland 
Fund and a reserve fund. Most of the expenses of 
the Society are clerical, for travelling or for printing 
pamphlets, posters and other publications for dis- 
tribution to the local branches at cost, and in the 
making and distribution of films. 


WORK OF THE SOCIETY 


According to our ideas at the present time, can- 
cer at its inception is purely a local disease and if 
recognized early and promptly destroyed the per- 
centage of cures should be high. Unfortunately, it 
is practically symptomless until the growth has at- 
tained a considerable size and is often disseminated 
when first seen. The term “Cancer” is a broad one, 
the disease varying greatly in different parts of the 
body both in regard to the rapidity of the growth 
and the tendency to dissemination. About 60 per 
cent, however, may be said to be visible and should 
be recognized early. The Society believes that any 
advice given should be helpful and encouraging and 
that no attempt should be made to frighten the pub- 
lic. It has adopted the slogan “In Early Treatment 
Lies the Hope of Cure.” 

The educational work may be divided, roughly, 
into: (1) The education of the public to consult a 
physician for any suspicious tumor or symptom, and 
what symptom to look for. (2) The education of 
the physician to recognize the disease or a condi- 
tion which might lead to cancer, and advise appro- 
priate treatment. He should realize that all cases 
are not hopeless. (3) The education of the surgeon 
to perform a suitable operation. I speak of the 
surgeon, for at the present time in surgery lies the 
hope of cure, in the majority of cases, although 
treatment by radiation is to be recommended in cer- 
tain forms. 

Considerable statistical work has been done to 
determine the duration of cancer before proper 


treatment is instituted. In an analysis of five hun- 
dred and seventeen cases of cancer admitted to the 
Massachusetts General Hospital in the years 1917- 
18-19, in only 44 per cent was there any possibility 
of permanent cure. Taking cancer of the breast 
as an example, it was found that the average dura- 
tion of the disease was twelve months before the 
patient was admitted to the hospital. The reason 
for this is hard to explain, but in this particular 
group the fault was on the part of the patient in 90 
per cent of the cases and not of the first physician 
consulted. A similar survey was made at the same 
institution ten years later, and some slight improve- 
ment was noted. The mean duration of the cases in 
which the axillary glands were not involved was 
three months, and the percentage of five year cures. 
75 per cent. The mean duration in the cases in 
which the axillary gland showed involvement was. 
nine months, and the percentage of five year surgical 
cures 25 per cent. 

It is a regrettable fact that certain physicians 
either do not know or do not appreciate the early 
signs of cancer and are inclined not to advise treat- 
ment until the diagnosis is well established. The 
older textbooks are, undoubtedly, partly responsible 
for this, for they give as the symptoms of cancer 
those of the advanced disease and do not stress the 
point that early malignant disease has no subjective 
symptoms. It is also a fact that if all cases of can- 
cer in the country were divided equally between 
physicians in actual practice no one man would see 
more than two cases in the course of a year. 

I regret to say that it is necessary to teach cer- 
tain surgeons to perform adequate operations in 
the early cases and not to attempt the impossible 
when the disease is advanced. Unfortunately, the 
public always hears of the fatal case and rarely hears 
of the successful one. 


METHODS 


Information in regard to cancer is given to the 
public by all known methods: pamphlets, newspaper 
articles, posters, moving-pictures, radio talks and 
public and scientific lectures. The central office 
furnishes pamphlets at cost to all local committees 
for distribution. 

The Society in this State since its active partici- 
pation in the National Cancer Week in 1921 and 
1922 has maintained a skeleton organization only, and 
has confined its activities to aiding the cancer pro- 
gram of the State Department of Public Health in 
every possible way. The Department has organized 
the State and with the aid of the Massachusetts 
Medical Society is carrying on the educational work 
of the public in cancer. It is also aiding the physi- 
cians and surgeons. There are now eleven State- 


aided Diagnostic Cancer Clinics, staffed by the local 
physicians in the various localities throughout the 
State, as well as the State Hospital at Pondville, 
and the free Pathological Diagnostic Service. There 
are also six other private cancer clinics in the city 
of Boston. The cancer bulletin published by the De 
| partment monthly is sent to physicians requesting 
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it, as well as other literature. The public is reached 
by radio talks given practically monthly and other 
addresses on the subject given before all types of 
social clubs and organizations, schools, nurses and 
other groups. 

It is difficult to say what has been accomplished, 
but the general impression obtained at the clinics 
and hospitals is that more patients are seen in the 
early stages of the disease than was formerly the 
case. The results have been shown graphically in 
charts prepared recently by the Department of Pub- 
lic Health. These charts show that the death rate 
from cancer in women increased steadily from 1902, 
reaching a peak in 1931, and that since that date 
there has been a slight but definite falling off. In 
men the death rate is increasing, but since 1931 
at a much slower rate than was formerly the case. 

Although the Massachusetts Branch of the Amer- 
ican Society for the Control of Cancer is relatively 
inactive and devotes its energies to furthering the 
activities of the Department of Public Health, it still 
seeks members and needs funds to carry on the 
work. Any physician or person suffering from the 
disease or friends of patients so afflicted who are 
interested are urged to join the Society. The mem- 
bership dues are $5.00 a year, of which $4.00 may 
be used by the local committee. Each member re- 
ceives the monthly bulletin which contains articles 
and editorials on cancer and comments on allied 
subjects. 

Application for membership should be sent to Dr. 
Cc. C. Little, Managing Director, American Society 
for the Control of Cancer, 1250 Sixth Avenue, New 
York City. 


SCHOLARSHIPS FOR MEDICAL STUDENTS 


Announcement has been made of the award of 
thirty-three medical scholarships from the Garcelon 
and Merritt fund, by Professor Manton Copeland of 
Bowdoin College. Of these, seven students at Har- 
vard; nine at Tufts; and three at Boston Univer- 
sity, have received aids. 


SIGHT-SAVING CLASSES 


Courses for the training of teachers and super- 
visors of sight-saving classes will be offered at the 
1935 summer sessions of: 

Western Reserve University, 
June 24 to August 2. 

State Teachers College, Buffalo, New York—July 
1 to August 9. 

Teachers College, Columbia University, New York 
City—July 8 to August 16. 

Details regarding the courses may be obtained 
from the university or college offering the course, or 
from the directors in charge of the courses, respec- 
tively: 

Olive S. Peck, Supervisor of Sight-Saving Classes 
of Northern Ohio, Board of Education, Cleveland, 
Chio. 

Matie M. Carter, 


Cleveland, Ohio— 


Supervisor of Sight-Saving 


Classes, State Education Department, Albany, New 
York. 

Winifred Hathaway, Associate Director, National 
Society for the Prevention of Blindness, 50 West 
50th Street, New York City. 


CORRESPONDENCE 


THE PROBLEM OF THE MEDICAL PROFESSION 
AND THE LAW RELATING TO NARCOTIC 
DRUGS 


American Medical Editors’ and Authors’ Association 
Office of the Director-General 
4 East 66th Street 
New York City 


Editor, New England Journal of Medicine, 

There are seven hundred and fifty thousand 
pounds of opium imported into the United States 
annually. Ten thousand pounds are used legitimate- 
ly. Seven hundred and forty thousand pounds are 
bootlegged at from one to three dollars a grain—a 
bootlegging business of four billions of dollars an- 
nually. 

In Los Angeles a Narcotic Clinic was started to 
treat pathological addicts. Dr. Edward Huntington 
Williams, Editor, Author and authority on neuro- 
pathology and drug addiction, was put in charge. 
The clinic and those in charge were endorsed and 
approved by the Los Angeles County Medical So- 
ciety and the City and County Health Departments. 
While the existence of such a clinic would have 
meant the relief of hundreds of sufferers, it would 
have been a tremendous blow to the four billion dol- 
lar bootlegging narcotic industry. The clinic has 
been compelled to close its doors—those in charge 
have been arrested, thrown into jail and are being 
tried on criminal charges. The Bulletin of the Los 
Angeles County Medical Society has felt compelled 
to advise physicians not to prescribe morphine for 
any addict, even though he is suffering from cancer 
or any other pathological disease. 

I have no proof that the bootleggers of narcotics 
are the cause of the bitterness and virulence of the 
prosecution of this worthwhile clinic. I can only ask 
that you as an Editor of a reputable Medical Journal, 
whether or not you are a member of the American 
Medical Editors’ and Authors’ Association stand by 
the profession in Los Angeles editorially and to do 
everything you can to influence the lay press to 
back up and vindicate those who are endeavoring to 
care for pathological addicts in Los Angeles. 

If the profession in Los Angeles lose this case the 
physician and the public may read the handwriting 
on the wall as to their rights, should state medicine 
supplant practice as it is to-day. 

H. Lyons Hunt, M.D. 


Epiror1AL Norte: The situation existing in Los 
Angeles as depicted in the letter of H. Lyons Hunt, 
M.D., seems to have been precipitated by the Nar- 
cotic Bureau which is operated by laymen and pre- 
sumably is not able to appreciate the attitude and 
purpose of the medical profession in dealing with 
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diseased persons who may be addicts and who need 
morphine. <A discussion of the whole subject is 
promised in the book written by Henry Smith Wil- 
liams, M.D., LL.D., which will be available soon and 
which may lead the way to a more logical adminis- 
tration of the laws relating to the use of narcotics. 


AN AMUSING EXAMINATION PAPER 


March 11, 1935. 
Editor, New England Journal of Medicine, 

At a recent meeting of the Boston Medical History 
Club, Osler’s Principles and Practice of Medicine 
was considered. Over forty different editions and 
issues were exhibited, now deposited in the Boston 
Medical Library. In addition to the general inter- 
est shown in the subject, a number of physicians 
spoke of the amusing examination paper originally 
published in the St. Thomas’s Hospital Gazette for 
March 1902 and later republished with additions in 
the same journal, November 1907. These clever 
questions, written by two eminent pathologists and 
a clinical physiologist attached to the Hospital, were 
based upon the fourth edition of the Textbook, issued 
in 1901. As there still seems to be considerable in- 
terest and these questions are difficult to find at the 
present time owing to the relative scarcity of 
St. Thomas’s Hospital Gazette in this country, one 
feels justified in republishing them. 


In a note added to a reprint of the chapter in 
Osler’s library, Sir William wrote, “About a month 
after the ‘Examination Paper,’ there appeared a com- 
plete set of answers which was sent to me by my 
friend J. William White, the well-known Philadelphia 
surgeon.” Will anybody attempt to answer these 
questions now? 


1. Who was Mephibosheth? What parental super- 

stition dates from his time? 

What is “one of the saddest chapters in the his- 

tory of human deception’’? 

3. Give Osler’s quotations from the following 
authors: John Bunyan, Byron, John Cheyne, 
George Cheyne, Montaigne. Explain the con- 
text where necessary. 

4. Describe, if necessary with the aid of diagrams, 
Kemp’s double current rectal tubes. What are 
the indications for their employment? 

5. Give in full the name of “the distinguished old 
Bath physician’. At what period did he 
flourish, and what is his claim to distinction? 

6. As a sequence to what therapeutic procedure did 
the son of Professor Langerhans die? What 
was the pathological and medico-legal interest 
of the case? 

7. What is the chief recorded complication of a 
lay committee meeting at St. George’s Hos- 
pital? 

8. Who was convinced that more wise men than 
fools are victims of gout? Is there any rea- 
son why he, in particular, should hold that 
view? 


bo 


9. What cases drift to ‘museums and side-shows’’? 
10. How did Trousseau’s patients make money? 
11. What celebrated English physician preferred to 
die in harness? State the cause of death. 
12. What internal evidence is there: 
(a) That Osler has had an unhappy experi- 
ence with cheap bicycles? 
(b) That he is interested in the history of 
Napoleon Buonaparte? 


13. What is O. Rosenbach’s dictum on the custom of 
wearing stays? 

14. Quote Hunter’s famous advice to Jenner. 

15. What was the counsel of Rondibilis to Panurge? 

16. How did Eryximachus treat the hiccough of 
Aristophanes? 

17. Give the references to Lady Mary Wortley 
Montagu, President Jefferson, Jerome Cardan, 
the Elder Scaliger, Captain Catlin, Laurence 
Sterne, Thomas King Chambers, Robert 
Druitt, and Colonel Townshend. 

18. What did Strabo call “the lisping of the gout’’? 

19. Give the context of the following quotations, 
and make explanatory remarks if necessary: 


(a) Cases are given after nearly every one 
of the specific diseases. 

(b) I saw, some years ago, one of the most 
distinguished gynecologists of Germany 
perform laparotomy in a case of this kind. 

(c) The doses given by the late Alonzo 
Clark, of New York, may be truly termed 
heroic. 

(d) In a somewhat varied postmortem and 
clinical experience, no instance has fallen 
under my observation. 

(e) A history of gorging with peanuts. 

(f) I have seen Murchison himself in doubt. 

(g) A toad-like caricature of humanity. 

(h) From the accurate view of Laennec and 
Louis the profession was led away by 
Graves and particularly by Niemeyer. 

(i) One of the most powerful enemies of the 
American stomach at the present day. 
(k) I had a lesson in this matter which I 

have never forgotten. 


20. Who was Van Helmont, and when did he live? 
Give a brief account of his opinion on contem- 
porary medicine. 

21. Who made an autopsy on Dean Swift, and what 
did he report? 

22. What interest attaches to: 


(a) The Pullman car conductor from Chi- 
cago. 

(b) The Appleton-Swain family. 

(c) Yellow cakes at Philadelphia. 

(d) Chancellor Ferrier. 

(e) Master McGrath. 

(f) Renforth the Oarsman. 

(g) Shattock’s [sic] patient. 


23. Who had a translucent head? What was the 
pathology of the condition? 
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24. On what occasion was a surgeon entrapped by 
a neurotic physician? 
Very truly yours, 
Henry R. Viets, M.D. 
6 Commonwealth Avenue, Boston. 


RECENT DEATHS 


ARNOLD—Horace Davin ARNOLD, M.D., of 55 Wes- 
ton Street, Waltham, died March 11, 1935. He was 
born in Roxbury, November 4, 1862, the son of Dr. 
George Jerome and Anna _ Elizabeth (Bullard) 
Arnold. 

His early education was acquired at the Roxbury 
Latin School and Harvard College. He received his 
M.D. degree from the Harvard Medical School in 
1889. He was a house officer at the Boston City Hos- 
pital and was advanced to the position of Superin- 
tendent, filling this position for two years. In 1900 
he joined the faculty of Tufts College Medical School 
as professor of clinical medicine. In 1908 he was ap- 
pointed medical director of savings bank life insur- 
ance. In 1912 he was given the deanship of the 
Harvard graduate school of medicine and later was 
elected to membership of the council on medical edu- 
cation of the American Medical Association. 

He joined the Massachusetts Medical Society in 
1891, and later served for a time on the Committee 
on Publications, and in 1914 he delivered the annual 
oration. He was elected president of the Suffolk 
District Medical Society in 1912. 

During the World War, Dr. Arnold was assigned 
to duty at the surgeon-general’s office in Washing- 
ton, later serving as supervisor of medical education 
of the army division. After the war, he was ap- 
pointed to membership in the National Board of 
Medical Examiners and for a time occupied the po- 
sition of president of this body. 

Among his social and professional organizations 
were the Harvard Signet Society, Phi Beta Kappa, 
the Union Club, the Climatological Association, the 
Heart Association, the Boston Medical Library, the 
Roxbury Clinical Record Club, the American Medical 
Association, the Hamilton Association, and the Bos- 
ton Chamber of Commerce. 

Dr. Arnold is survived by his widow, Mrs. Ida Per- 
sis (Lane) Arnold; three sons, Warren D. Arnold 
and David B. Arnold, both of Chestnut Hill, and 
Horace L. Arnold, of Concord; two sisters, Mrs. John 
S. Peck, of Altrincham, England, and Mrs. Elizabeth 
Bruce, of Scituate. 


HALL — Gerorce Morris Hatt, M.D., of 1150 Main 
Street, Brockton, Massachusetts, died suddenly in 
Jamaica Plain, March 5, 1935. He was born in 1891, 
and graduated from the Harvard Medical School in 
1923. 

He was formerly on the staff of the Goddard Hos- 
pital. He served in the U. S. Medical Corps in the 
World War, and joined the Massachusetts Medical 


A sister, Mrs. R. M. Tomkins, of Chicago, and 
a son, Leland Bradford Hall, survive him. 


VOGEL — Georce Lewis VoceEt, M.D., of 536 Com- 
monwealth Avenue, Boston, died March 12, 1935. He 
resided at Wrentham, Massachusetts, and was ac- 
tive in civic affairs. He was born in 1874, graduated 
from the Harvard Medical School in 1900, and joined 
the Massachusetts Medical Society in 1921. 

He served on the staff of the Boston City Hospi- 
tal for several years, and was a specialist in dis- 
eases of the eye, ear and throat. Dr. Vogel served 
in the World War with the title of Captain, and was 
the first commander of the George W. McInnis Post 
of the American Legion. He was a member of the 
Excelsior Lodge of Masons, of Franklin, and the At- 
\tleboro Lodge of Elks. 

He is survived by his widow, a daughter, and a 
sister. 


LARRABEE — Ratpu CLINTON LARRABEE, M.D., of 
912 Beacon Street, Boston, died suddenly at his 
home, March 9, 1935. He was born in Kalamazoo, 
Michigan, in 1870, the son of McIvah and Abbie J. 
Larrabee. He was educated in the schools of Bos- 
ton, and Harvard College, and graduated from the 
Harvard Medical School in 1897. Dr. Larrabee held 
the position of interne, medical registrar, assistant 
physician of out-patients, first assistant physician, 
visiting physician, chief of the diabetic clinic, chief 
of staff of the medical out-patient department, vice 
president, and president of the staff, all of the Bos- 
ton City Hospital. After his retirement in 1932, he 
was appointed consultant of the hospital. 

He joined the Massachusetts Medical Society in 
1897, and was also a Fellow of the American Medi- 
cal Association. Dr. Larrabee was a member of the 
Harvard Club of Boston, and the Appalachian Moun- 
tain Club. 

He is survived by his widow, Mrs. Ada (Miller) 
Larrabee, and a son, Martin Glover Larrabee. 


Che Massachusetts Medical Society 


SECOND ANNUAL POSTGRADUATE MEDICAL 
EXTENSION COURSE 


The following sessions have been arranged by the 
Committee for the week beginning March 24: 
Barnstable 

Sunday, March 24, at 4:00 P.M., at the Cape Cod 
Hospital, Hyannis. Subject: Obstetrics and 
Gynecology (Second Session). John I. B. 
Vail, M.D., Chairman. 


Bristol North (Attleboro Section) 
Tuesday, March 26, at 4:00 P.M., at the Sturdy 
Memorial Hospital, Attleboro. Subject: 
Endocrinology (Second Session). William 


Society in 1925. 


{ M. Stobbs, M.D., Chairman. 


| 
4 | 
| 
| 
| 


35 


VOL. 212 EDITORIAL DEPARTMENT 533 ; 
NO. 12 
Bristol North (Taunton Section) NOTICES 
Wednesday, March 27, at 7:30 P.M., at the Mor- 
ton Hospital, Taunton. Subject: Dermatol- CLINIC AT THE PETER BENT BRIGHAM 
ogy and Syphilis. Arthur R. Crandell, M.D., HOSPITAL 


Chairman. 


Bristol South (Fall River Section) . 
Monday, March 25, at 4:00 P.M., at the Stevens 
Clinic of the Union Hospital, Prospect 
Street, Fall River. Subject: Surgery (Sec- 
ond Session). Eugene A. McCarthy, M.D., 
Sub-Chairman. 


Bristol South (New Bedford Section) 

Friday, March 29, at 4:00 P.M., at the St. Luke’s 
Hospital, New Bedford. Subject: Endo- 
crinology (Second Session). Harold E. 
Perry, M.D., Chairman. 


Essex South 
Tuesday, March 26, at 4:00 P.M., at the Salem 
Hospital, Salem. Subject: Cardiovascular 
Disease (First Session). Walter G. Phippen, 
M.D., Chairman, 


Franklin 
Wednesday, March 27, at 8:00 P.M., at the 
Franklin County Public Hospital, Green- 
field. Subject: Dermatology and Syphilis. 
Halbert G. Stetson, M.D., Chairman. 


Hampden 
Thursday, March 28, at 4:00 P.M., at the Acad- 
emy of Medicine, Professional Building, 20 
Maple Street, Springfield, and at 8:00 P.M., 
at the Holyoke City Hospital, Holyoke. Sub- 
ject: Endocrinology (Third Session). 
George L. Schadt, M.D., Chairman. 


Middlesex East 
Wednesday, March 27, at 4:00 P.M., at the Mel- 
rose Hospital, Melrose. Subject: Cardio- 
vascular Disease (Second Session). Joseph 
H. Fay, M.D., Chairman. 


Middlesex North 
Friday, March 29, at 7:00 P.M., at the St. John’s 
Hospital, Lowell. Subject: Cardiovascular 
Disease (First Session). Frederick P. Mur- 
phy, M.D., Chairman. 


Norfolk (Faulkner Hospital Section) 

Monday, March 25, at 4:00 P.M., at the Faulk- 
ner Hospital, Jamaica Plain. Subject: Sur- 
gery (Third Session). Hugo B. C. Riemer, 
M.D., Chairman. 


Worcester (Milford Section) 
Thursday, March 28, at 8:00 P.M., at the Mil- 
ford Hospital, Milford. Subject: Dermatol- 
ogy and Syphilis. Joseph I. Ashkins, M.D., 
Sub-Chairman. 


Worcester North (Ayer Section) 
Thursday, March 28, at 8:00 P.M., at the Ayer 
Community Memorial Hospital, Ayer. Sub- 
ject: Surgery (Second Session). Frank S. 
Bulkeley, M.D., Chairman. 


At 3:30 P.M. on Thursday, March 28, in the 
Amphitheatre of the Peter Bent Brigham Hospital, 
Dr. Henry A. Christian, Physician-in-Chief, Hersey 
Professor of the Theory and Practice of Physic in 
the Harvard Medical School, will give a medical 
clinic. To it are cordially invited practitioners and 
medical students. These clinics will be repeated on 
Thursdays until May. 

On Saturdays in the wards of the Peter Bent 
Brigham Hospital, from 10 to 12, staff rounds will 
be conducted by Dr. Christian. These are open to 
all physicians. 


ANNOUNCEMENT 


P. Francis Weiss, M.D., announces the opening of 
an office at 270 Commonwealth Avenue, Boston, 
Mass. 


ANNOUNCEMENT OF EXAMINATION FOR AP- 
POINTMENT AS ASSISTANT SURGEON IN THE 
REGULAR CORPS OF THE U. S. PUBLIC 
HEALTH SERVICE 


An examination for entrance into the Regular 
Corps of the U. S. Public Health Service as Assistant 
Surgeon is scheduled to be held on April 8, 1935. 
Applicants must be graduates of a Class “A” medi- 
cal college and under thirty-two years of age and 
must have completed a year’s interneship or have 
had two years of private practice by July 1, 1935. 

Sub-boards will be appointed in various cities 
throughout the United States so as to avoid as much 
travel as possible, which, if necessary, must be made 
at the candidate’s own expense. 

Persons desiring permission to take this examina- 
tion should make a request to the Surgeon General, 
U. S. Public Health Service, Washington, D. C., for 
the necessary forms and other information. 

H. S. Cummine, Surgeon General. 


A PRIZE OF FIFTY DOLLARS FOR CASE RE- 
PORTS BY INTERNS IN MASSACHUSETTS 
HOSPITALS 


The attention of interns in Massachusetts hospi- 
tals is called to the fact that a prize of $50.00 has 
been offered by the Massachusetts Medical Society 
for the best written and most comprehensive case 
report, which may be submitted by one of their 
number holding any of the rotating internships for 
the year 1934-1935 in any Massachusetts hospital 
which is approved for intern.training by the Amer- 
ican Medical Association. 

This report is to be typewritten, and when com- 
pleted is to be sealed, unsigned, in a plain envelope, 


|which in turn is to be placed together with a sep- 
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arate slip bearing the name and address of the con- 
testant in a larger envelope, and sent to 


The Massachusetts Medical Society, 
Committee on Medical Education 
and Medical Diplomas, 

8 Fenway, 

Boston, Mass. 


The contest this year closes May 1, 1935. Reports 
may be submitted at any time prior to that date. 


AN INVITATION TO FELLOWS OF THE 
MASSACHUSETTS MEDICAL SOCIETY 


Harvarp UNIveRSITY MEDICAL SCHOOL COURSES 
FOR GRADUATES 


A list of activities in the Department of Pediatrics 
of the Children’s Hospital and of the Massachusetts 
General Hospital, to which members of the Massa- 
chusetts Medical Society are cordially invited, ap- 
pears below. These exercises are offered without 
fees as a part of the Courses for Graduates, of the 
Harvard Medical School, to those who are interested 
in keeping in touch with Clinical Pediatrics, without 
enrolling in the prescribed courses. 

The Children’s Hospital and the Infant’s Hospital: 

Clinical-Pathological Conference — Thursdays, 
12:00 M. (Amphitheatre.) 

Clinic—Medical, Surgical and Orthopedic Serv- 
ices—The first Monday in each month, 4:00 
P.M. (Amphitheatre.) 

Clinic — Alternating Rounds between Surgical 
Service, Peter Bent Brigham Hospital 
(Amphitheatre) and Surgical and Orthopedic 
Services, Children’s Hospital (Amphitheatre) 
—Thursdays, 4:30 P.M. 


The Massachusetts General Hospital—The Children’s 
Medical Service: 

Clinical meeting of the staff—Alternate Fridays, 
12:00-1:00 P.M. (Ether Dome). 

Ward Visit — Tuesdays, 2:30-4:00 P.M. (Massa- 
chusetts Eye and Ear Infirmary). 

Seminar for discussion of recent investigations 
and literature — Tuesdays, 4:00-5:00 P.M. 
(Pediatric Laboratory). 

Maynard Ladd, M.D., 
In charge of Courses for Graduates, 
Department of Pediatrics. 


— 


REPORTS AND NOTICES 
OF MEETINGS 


ESSEX SOUTH DISTRICT MEDICAL SOCIETY 


The Essex South District Medical Society held 
its regular meeting at Lynn Hospital, March 6, 1935. 
Clinical program: 
1. Chronic Bone Abscess (Brodie’s Abscess). 
Complete Dislocation of the Astragalus Fracture. 
Charles F. Damsky, M.D. 


N. E. J. OF M. 
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2. Congenital Heart. Maurice T. Briggs, M.D., 

38. Ovarian Pregnancy. Thomas E. Culliton, M.D., 
F.A.C.S. 


4. Thyrocardiac. Stephen R. Davis, M.D., R. B. 
Cattell, M.D. 

5. Human Hydrophobia. Mark I. Makler, M.D. 

6. Adenocarcinoma of Colon. (7 year cure.) Louis 
H. Limauro, M.D. 

7. Gas Bacillus Infection of Scrotum. Saul 

Marcus, M.D. 

8. Pyelitis of Pregnancy. Richard J. Williams, M.D., 
F.A.C.S. 

9. Postpartum Pyelitis. Edward L. Peirson, M.D., 
F..A.C.S. 


The guest of the evening, Dr. Henry R. Viets of 
Boston, gave an interesting account of the writing 
of the celebrated work on Medicine by Sir William 
Osler with whom Dr. Viets was intimately asso- 
ciated at Oxford during 1916. 

With photographs, lantern slides and copies of 
the book in several languages, and a description 
of the Osler Library at McGill, the talk was an in- 
spiring account by a devoted pupil who had come 
under the spell of this great teacher. 

Wo. T. Hopkins, Reporter. 


MEDICAL CLINIC AT THE PETER BENT 
BRIGHAM HOSPITAL 


Doctor Christian discussed several cases of car- 
diac disease at the regular Thursday afternoon med- 
ical clinic at the Peter Bent Brigham Hospital on 
the twenty-first of February. The first case was 
that of a fifty-two year old woman, who entered in 
1929 complaining of shortness of breath of several 
years’ duration, now admitted because of diabetes 
mellitus without cardiac insufficiency. She gave a 
history of rheumatism and of tonsillitis, and six 
months of palpitation, as well as edema of her ankles 
and abdominal wall for one month. Physical ex- 
amination disclosed an enlarged heart, dyspnea, sys- 
tolic murmur, irregularity of rhythm, marked pit- 
ting edema of the legs and shifting dullness in the 
abdomen. The patient was critically ill and did not 
respond to a paracentesis and venesection. One 
and one-tenth grams of digitalis as well as caffeine 
and adrenalin did not help, and, although she had 
periods of temporary improvement, she repeatedly 
relapsed into a critical condition. The first electro- 
cardiogram disclosed a condition diagnosed as block, 
and another showed paroxysmal fibrillation. On 
the basis of the poor response to digitalis the house 
officer in charge had metabolism studies carried out 
which showed a basal metabolic rate varying be- 
tween plus fifty and more. This dropped to about 
plus thirty on iodine treatment and a subtotal thy- 
roidectomy was performed in 1929. Doctor Chris- 
tian pointed out that this case did not show the 
typical clinical appearance of hyperthyroidism, and 
that the true diagnosis was arrived at only by a 


process of logical deduction from the effect of digi- 
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talis on the patient. Such patients are not very 
rare. 

The second case was that of a forty-seven year 
old woman who entered with a history of dyspnea of 
four years’ duration and of periods of substernal 
pressure. She has had some difficulty in seeing 
for the past year and was unable to talk for sev- 
eral weeks on one occasion. While in the ward she 
had definite pain of anginal character, relieved by 
nitroglycerin, but developed a pain in her epigas- 
trium which was not relieved by vasodilators. A 
physical examination showed a definite change in 
the peripheral vessels with marked hypertension, 
and some enlargement of the heart to the left. At 
first it was not thought that her symptoms resulted 
from cardiac insufficiency but she was very much 
improved on digitalis therapy. Doctor Christian em- 
phasized that in some patients with cardiac insuffi- 
ciency the evidence of decompensation on physical 
examination is not striking, and it is always best 
to try a therapeutic test with digitalis whenever 
there is any question. 

A third patient was a fifty-seven year old male 
Italian with a history of several Neisserian infec- 
tions and one bad nosebleed eight years ago. One 
month ago he developed a cough productive of some 
mucus and a tight feeling in his chest. He has 
had orthopnea for two weeks, and his abdomen is 
distended. Three days before admission, after pro- 
curing a job, both legs, scrotum and penis swelled 
with edema. Physical examination showed a yel- 
low tint to the sclerae, numerous moist rales at 
both bases, a blood pressure of two hundred and 
twelve over one hundred and twenty, shifting dull- 
ness, and pitting edema of the legs and scrotum. 
The heart was enlarged but the sounds were of good 
quality. Doctor Christian considered the problem 
that frequently occurs of distinguishing between 
renal and cardiac insufficiency, and said that in this 
patient the history of definite difficulty when he 
procured a job helped to diagnose the condition as 
cardiac and said that the patient’s edema ought to 
disappear with rest, diuretics and digitalis. 

A fifty-three year old male painter was the fourth 
patient of the afternoon. He gave a history of a 
severe cramp-like pain in his lower abdomen, occur- 
ring one month ago and lasting for two hours. Two 
weeks ago immediately after defecation, a great deal 
of watery black material followed. Another black, 
but formed, stool occurred the next day, and since 
that time the stools had been normal colored. Two 
days after this incident he felt weak and was pale. 
Physical examination showed a systolic thrill in the 
region of the aorta with a normal rate, a loud rough 
systolic murmur followed by a distinct second sound 
and an early low-pitched murmur extending through 
diastole. It was believed that he had an aortic 
stenosis with a less marked regurgitation. His 
blood pressure is practically normal, although his 
pulse pressure is slightly less than usual and he 
has a suggestion of a plateau pulse. By x-ray there 
is a narrowing of the aorta and calcification in 


the region of the aortic valve. <A definite duodenal 
ulcer was found by fluoroscopy which explained the 
abdominal symptoms and bleeding. 


NEW ENGLAND HEART ASSOCIATION 


Dr. Hyman Green presided at the February meet- 
ing of the New England Heart Association which 
was held in the Children’s Hospital on the twenty- 
fifth of February. The first paper was presented by 
Dr. Bland who spoke on a case of diphtheritic myo- 
carditis in a four year old child who entered with a 
chief complaint of severe abdominal colicky pain. 
One month before entry the patient had a severe 
sore throat with swollen glands which subsided 
after four days. Two weeks before entry a severe 
pain in the upper abdomen was accompanied by oc- 
casional vomiting. Two days before admission the 
face had become swollen followed by frank edema 
of the whole body. On physical examination the 
temperature was normal, and the pulse irregular 
with many extrasystoles. There was edema of the 
arms, hands and legs; the liver was enlarged; the 
blood pressure was eighty over thirty; and the heart 
was enlarged, the sounds poor, the rhythm irregu- 
lar, and the electrocardiogram showed occasional 
extrasystoles, low voltage and inverted T, and T;. 
The Schick test was positive. A diagnosis of diph- 
theritic myocarditis was made, and the child was 
treated with morphia, luminal, and a solution of 
glucose by rectum. One-half cubic centimeter of 
salyrgan was administered intramuscularly followed 
by profuse diuresis, so that within four days the 
liver receded and the edema disappeared. There was 
a stormy convalescence, but the child was discharged 
improved at the end of the third month, at which 
time the x-ray showed the heart to be of normal 
size, and the electrocardiogram was normal. It was 
pointed out that diphtheritic myocarditis is still a 
problem and that the value of anti-toxin early in the 
disease cannot be overstressed. The administration 
of glucose after the heart starts to fail is very ef- 
fective and occasionally causes a striking diuresis. 
Although digitalis has no marked effect, it is usually 
given in cautious amounts. Mercurial diuretics have 
not had a recognized place in the treatment of the 
circulatory failure of diphtheria but in this instance 
appeared to be of great value and to deserve further 
trial. When the patient has passed the acute stage 
the prognosis is excellent. 

The second case was that of a fourteen-month-old 
infant who developed bronchitis with vomiting fifteen 
days before entry and convulsions six hours before. 
The patient was very ill on entry with marked 
Cheyne-Stokes’ breathing, spastic paralysis, and a 
markedly increased intracranial pressure with 
engorged retinal veins and bulging fontanels. The 
heart was definitely enlarged and there was a sec- 
ondary anemia with a hemoglobin of thirty-four per 
cent. The heart sounds were poor and there was @ 
gallop rhythm, as well as a mid-diastolic murmur, a 
systolic murmur, and a third sound. The blood 
pressure was one hundred and sixty over thirty. The 
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heart changes were thought to be due to anemia. 
The pathological specimen showed a well-marked, 
pale thrombus in the right ventricle near the apex 
and the pulmonary artery was full of thrombi, and 
there were many pulmonary infarcts as well as an 
interstitial pneumonia. The longitudinal sinus was 
thrombosed, a condition which is rarely diagnosed 
before death. No anomaly was found in the heart. 

Dr. Green gave the history of three cases of 
congenital heart disease: one with pulmonary atresia 
and intraventricular septal defect, one with two 
auricular septal defects,—a patent foramen ovale 
and a persistent ostium primum, and the third with 
an aneurysm of the arch of the aorta, coarctation of 
the aorta and a patent ductus arteriosus. Dr. Green 
also showed numerous photographs of patients with 
congenital heart lesions, demonstrating the fact 
that other congenital anomalies frequently occur in 
the same individual. 

Dr. Paul W. Emerson then spoke on the work that 
he and Dr. Green have been doing at the Children’s 
Hospital. They have taken one hundred living 
cases of congenital heart disease and have tried to 
diagnose them by comparing the x-ray picture of the 
heart with x-rays taken in other children with known 
congenital lesions. In this study they have been 
particularly interested in prognosis which they feel 
is good in cases in which there is no enlargement, 
dyspnea, or cyanosis. At times it is difficult to tell 
whether the lesion is congenital or acquired. One- 
third of the cases have pain of unknown cause, es- 
pecially in the abdomen, and the murmurs are usual- 
ly harsh and heard best at the base. Palpation of 
the suprasternal notch for a thrill is important. 
As the heart increases in size the symptoms of 
dyspnea, cyanosis, and “spells” are increasingly fre- 
quent. In correlating the shape of the x-ray shadow 
of the heart with various congenital cardiac anoma- 
lies the cases were divided into twelve groups. These 
groups were demonstrated and often a striking sim- 
ilarity in the shape of the heart was shown by x-ray 
where the lesion was identical. In infantile coarc- 
tation the rib changes are rarely, if ever, seen under 
the age of twelve years. 

In closing, a case was presented in which the 
diagnosis of three cardiac defects was made by the 
shape of the x-ray shadow of the heart. These were 
proved to be correct at postmortem, although there 
was also a transposition of the great vessels. 


CLINICAL MEETING OF THE MASSACHUSETTS 
GENERAL HOSPITAL 


A clinical meeting at the Massachusetts General 
Hospital was held on the twenty-eighth of February 
on the subject of “Physicians, Patients, and Pay.” 
The first speaker was Dr. Channing Frothingham 
who talked on “A Summary of the Problem as a 
Whole.” The physician’s job is to provide the peo- 
ple with the best medical care; the patient’s job is 
to learn how to get the best medical care, and he 
must realize that while good medical care is ex- 
pensive, poor medical care is very expensive. 

In order for the physician to provide the people 


with the best medical care he must strive first of 
all to get rid of the numerous cults and to do away 
with poor doctors. Three of the six grade “C” med- 
ical schools in the United States are in Massachu- 
setts. There must be standards for specialists. We 
must have good hospitals, each of which must be 
a complete unit able to treat the patient as a whole. 
Office hours should be abolished and patients treat- 
ed only by appointment because of the hurry that 
results from a full waiting-room, and the conse- 
quent poor diagnosis. The doctor must protect re- 
search and make an honest attempt to keep up to 
date. Perhaps frequent examinations would be of 
benefit. 

The patient in his attempt to secure the best med- 
ical care should have some one medical man to 
whom he can go and who will send him to the proper 
specialist when necessary. Patients waste an un- 
told amount of money attending members of various 
cults and on self-medication. Good medical care is 
expensive but much money is wasted on poor ad- 
vice. Too much money is not spent on medical 
care, but it is a question of distribution. The abuse 
of charity must be avoided and doctors should be 
paid for their charity work. A patient should al- 
ways have a free choice of his doctor, rather than 
having one assigned to him. Groups studying this 
problem should be encouraged, and the medical pro- 
fession should be well represented in such groups. 

Professor Douglass Brown spoke on “The Accom- 
plishments in Other Communities and Countries.” 
The Health Insurance Act was passed in Great 
Britain in 1911. It affects seventeen million 
workers, or about one-third of the population. The 
medical benefits consist of the services of a general 
practitioner. Eighty per cent of the general prac- 
titioners of Great Britain have this insurance prac- 
tice as well as private patients. The average doc- 
tor has about one thousand patients a year and is 
paid two dollars for each of them, so that he gets 
two thousand dollars from his insurance practice. 
The insured have free choice among these doctors. 
Although the British Medical Association was much 
opposed to this scheme at first, at present they want 
it extended to include nursing and specialists’ serv- 
ices. It has been financially successful. 


In Germany a health act was passed in 1883 af- 
fecting about one-third of the population at that time, 
and now including about sixty per cent of the popu- 
lation. This provides specialists and most hospi- 
tal services as well as the general practitioner. 
Eighty per cent of all the doctors in Germany are 
included, and most of them are completely dependent 
on their insurance practice for their income. There 
is much red tape connected with the system, and 
much opposition from the medical profession at the 
present time, because it gives an inadequate in- 
come. Financially it was fairly successful until 1930, 
at which time there was a deficit. An initial fee of 
twelve cents must be paid by each patient and pre- 
scriptions must be paid for. 

In Texas there are several typical hospital insur- 
ance plans in operation whereby the patient pays a 
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certain amount, and in return is guaranteed so many 
hospital days if needed. Some of these plans are 
managed by commercial firms. One clinic which 
was furnishing medical services for one dollar a 
month to certain city employees was declared un- 
ethical by the county medical association, a decision 
which was upheld by the American Medical Asso- 
ciation, and the clinic was forced to withdraw its 
contracts. 

In California the medical society has approved a 
state health insurance plan. There is a marked de- 
velopment of commercial organizations to provide 
services for a certain amount of money, and they hire 
the doctors. One clinic provided medical services 
for fifteen thousand people at two dollars a month 
per family, although the county association has 
called this unethical, and the state association has 
upheld the decision, but they intend to continue and 
will carry the matter to the courts, if necessary. 
There are numerous county social plans for the in- 
digent, and in general an attempt is being made to 
select those who can pay, and to refer them to a phy- 
sician at the regular rate. It is interesting to note 
that fifty per cent of the medical practice of Cali- 
fornia is so-called irregular practice. 

In reference to Michigan, Dr. Brown discussed the 
Wayne County Plan. There are three types of pa- 
tients: first, those unemployed and on the ERA 
where the physicians are paid by the ERA; second- 
ly, the unemployed not on the ERA who are sent 
to private physicians at reduced rates; and thirdly, 
those who are employed and who go to private phy- 
sicians and where a fee is set which can be paid 
within one year in installments. Almost complete 
care can be provided for about twenty-eight dollars 
per year per person, and a definite plan on a fee 
basis for doctors has been well worked out and is 
soon to be put into operation. 

Dr. Alexander S. Begg spoke on “The Legislative 
Trends, Local and National.” He said that there 
are many people trying to solve the problem at 
present, and it is largely a matter of too many 
cooks spoiling the broth. From a national point of 
view very little has come out on health insurance. 
The American Medical Association has laid down 
certain principles, and a compulsory insurance bill 
has been introduced into all those states where the 
Legislatures are meeting this year. This bill was 
recently introduced into’ the Massachusetts Legisla- 
ture, but is not a serious problem at present, for it 
is entirely unsuited for Massachusetts and there is 
no danger of its passing. The usual bills concerning 
vaccination have arisen. One of these is intended 
to extend compulsory vaccination to those attending 
private schools; and there are the usual bills which 
plan to do away with compulsory vaccination al- 
together. There is a bill coming up before the 
Legislature to compel doctors to keep parts re- 
moved from the body for six weeks before they are 
disposed of. This bill has been given leave to with- 
draw. 

House Bill 756 was introduced by the Massachu- 
setts Medical Society and was designed to give the 


Board of Registration the right to approve medical 
schools from which applicants for registration have 
come. In this way the Board would be able to de- 
cide on the standards at these schools, and the bill 
is definitely planned to improve the curricula of the 
low standard schools. There has been much propa- 
ganda with regard to this, and it is doubtful whether 
the Committee will favor its passage. Dr. Begg con- 
cluded by pointing out that every other interest in 
the country has propaganda and lobbies in Washing- 
ton, and it may be that the medical association 
needs such a lobby to protect its interests. 


In the discussion which followed, Mr. Bradley 
from Brattleboro discussed what that community 
had attempted to do in regard to medical insur- 
ance. It has tried to provide for the medical 
emergency and have established sums for certain 
specified contingencies. No contracts have been made 
with doctors, and there has been no interference 
with the patient’s choice of a doctor. Above the 
price of thirty dollars some hospitals’ services are 
given, and certain surgical services. 


Doctor Codman pointed out the high cost of poor 
medical care and compared the cost of neglected 
injuries with various known expenditures. Thus, 
sixty-three neglected injuries cost the same as the 
entire out-patient department of the Massachusetts 
General Hospital for one year. Sixty-seven such 
cases will equal the annual cost of the American 
College of Surgeons. Three hundred and sixty of 
these cases cost the same as the amount needed to 
run the Harvard Medical School for one year. The 
cost of six hundred such cases would run the entire 
Massachusetts General Hospital, the Baker Memorial, 
and the Phillips House, or would equal the costs of 
the American Medical Association. 


Doctor Means spoke of the importance of the 
medical profession becoming conscious of the 
changes being contemplated by various societies and 
legislative bodies as regards patients and their re- 
lationship to the physician particularly from a 
financial point of view. He spoke of the fact that in 
Massachusetts we are particularly fortunate in hav- 
ing an Editor for our New England Journal of Medi- 
cine who is entirely sympathetic with the physician’s 
viewpoint. 


Dr. James R. Miller of Hartford called attention 
to the fact that America might take a leaf from the 
book of France in the management of this problem. 
Dr. Walter Lane brought out the point that large 
amounts of money are spent on proprietary medi- 
cines although many of the Boston newspapers do 
not advertise certain objectionable medical materi- 
al. It is time to shut down on certain radio pro- 
grams, because this money should be spent on good 
medical care. It is likely that medical men will be- 
come more militant in the future, and this is as it 
should be, because at present the tendency is to say 
“no” to everything and not to substitute any con- 
structive plan. We must remember that the prob- 
lems vary from community to community, according 
to the make-up of the population. Also the present 
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system is valuable in so far as it provides so much 
teaching material for the medical student. 

Dr. Begg mentioned two more bills which may 
come up before the Legislature. These are bills to 
establish a separate board of registration for the 
magnetic healers and for the chiropractors. They 
will probably both be given leave to withdraw. Pro- 
fessor Brown in answer to a question of how the 
British system was working said that British phy- 
sicians agree that there is much hurried diagnosis 
and prescribing, although in general the situation is 
much better that it was before for the same class 
of people. 


WILLIAM HARVEY SOCIETY 


The William Harvey Society met in the audi- 
torium of the Beth Israel Hospital on the evening 
of February 8, 1935. Dr. Hyman Morrison presided 
and Dr. Arthur M. Fishberg of New York City spoke 
on “Peripheral Vascular Collapse.” 

The underlying etiology in cases of shock is fail- 
ure of the peripheral circulation, rather than failure 
of the heart. Such a condition occurs in severe 
trauma, hemorrhage, myocardial infarction, rupture 
of a viscus, diabetic coma, dehydration, and in the 
terminal stages of a great many diseases. The 
mechanism which gives the clinical condition of 
shock is the same in all these states. The heart is 
not enlarged or dilated, nor is there any pulmonary 
engorgement, orthopnea, accentuated pulmonary sec- 
ond sound or engorged neck veins. Dr. Fishberg 
stressed the diagnostic importance of the poorly 
filled veins so that the superficial neck veins cannot 
be seen, and the venous pressure falls sometimes 
to less than four centimeters of water. By this sim- 
ple observation of the condition of the superficial 
veins a differential diagnosis of cardiac failure and 
peripheral circulatory collapse can be made. 

In traumatic shock, either secondary or primary, 
the blood flow is found in severe cases to be only 
fifty-two per cent of the normal. The theory that 
histamine-like substances are released from the 
traumatized area and cause collapse has been largely 
abandoned, and it has been shown that the injured 
part acts as a sponge, and thus lessens the circulat- 
ing volume of blood. In primary traumatic shock 
where there is no latent period the shutting off of 
large volumes of blood from the circulation is prob- 
ably nervous in origin. 

Hemorrhagic shock with or without trauma is 
caused by a decrease in the circulating volume. If 
the loss of blood is small, it may be considerably 
compensated for by a contraction of the smaller ves- 
sels, in which case there is no shock. In postopera- 
tive shock, the circulating volume is likewise low- 
ered, due to several factors, the most important of 
which are hemorrhage, perspiration, vomiting, hyper- 
ventilation, and the usual preliminary catharsis. 
There is also considerable loss of fluid by local extrav- 
asation of plasma into the localized operated area. 
In diabetic acidosis circulatory collapse is a potent 
factor, and is due chiefly to dehydration from the 


polyuria, Kussmaul breathing, vomiting, and sweat- 
ing. The increased acidity of the urine tends to 
cause a diuresis. It is important to follow the blood 
pressure in these patients and to realize fully the 
importance of a fall in systolic pressure below 
eighty millimeters of mercury. In burns the shock 
is due to excessive loss of plasma at the local le- 
sion. In the crises of Addison’s disease the venous 
pressure may fall to a low point, and the injection 
of cortin increases the blood volume. In coronary 
thrombosis there is a peripheral circulatory collapse 
with or without slight cardiac failure. Some cases 
may be due entirely to cardiac failure, but typically 
in the first stage of the condition during the first 
few days there is only the peripheral collapse, the 
cardiac failure coming on later if the condition of 
the heart does not improve. If there have been pre- 
vious attacks of cardiac decompensation, there will 
probably be cardiac failure with the usual orthopnea, 
cyanosis, cold and clammy hands, etc. The periph- 
eral collapse comes immediately after the occlusion 
and is present with even very small cardiac lesions. 
Nervous reflexes apparently cause the circulating 
volume to fall below normal perhaps by a stagna- 
tion of a large volume in dilating capillaries. In 
some cases the blood volume is above normal, how- 
ever. This peripberal collapse tends to prevent 
heart failure as it does not allow the circulation to 
strain the weakened myocardium. Both the circu- 
lating volume and the arterial pressure are lessened, 
so that the damaged heart cannot pump the neces- 
sary oxygen supply to the vital centers. Sometimes 
even this diminution in the labor that the heart 
must do is not sufficient to save the heart from be- 
coming dilated. Often as the peripheral circulatory 
collapse clears, cardiac failure sets in. Although 
some patients die with the initial peripheral col- 
lapse, it is a protective mechanism. The rare oc- 
currences of rupture of the heart as well as pneu- 
monia and pulmonary infarction most commonly 
come when the shock is subsiding. 


The shock coming with vomiting and diarrhea can 
be entirely explained on the lessened volume of 
fluid and electrolytes. Acute infectious diseases, 
when they last more than a few days, are also apt 
to lead to circulatory collapse which may be 
peripheral, cardiac, or both. With the exception of 
rheumatic fever this is more apt to be peripheral 
than cardiac, and each case should be carefully 
studied to see which type is present. Gallop rhythm 
is an important sign of myocardial failure, and the 
condition of the superficial veins is again diag- 
nostic. Digitalis is definitely indicated if it is car- 
diac, but of no use if peripheral. 

In summary it may be said that there are three 
general mechanisms which lead to peripheral circu- 
latory failure: first, mechanisms leading to the loss 
of blood or plasma, such as trauma, burns, diabetic 
coma, and vomiting; secondly, the nervous reflex 
causing a dilatation of capillaries and stagnation of 
blood as in primary traumatic shock and the early 
stage of coronary thrombosis; and thirdly, as a re- 
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sult of spasm of the hepatic pulmonary and other 
veins, such as is caused by histamine and which may 
be significant in anaphylactic shock. The circulation 
in peripheral circulatory collapse adapts itself by an 
arteriolar constriction which tends to prevent a fall 
in the arterial blood pressure, and also to allow more 
blood to reach the brain and vital centers. It is only 
in the late stages that the peripheral vessels relax. 

In considering therapeutic measures to combat 
peripheral circulatory failure it is necessary to at- 
tempt first of all to remove the primary cause of the 
condition, and secondly to attempt to improve the 
efficiency of the circulation and increase the venous 
return by increasing the volume of blood, decreasing 
the vascular bed, and diverting the blood to the main 
centers. The best measure to increase the volume 
of blood is transfusion. One and two-tenths per cent 
sodium chloride solution in the opinion of the speak- 
er gives better results than an isotonic saline solu- 
tion, and at this higher concentration the cells are 
not damaged. The beneficial effect of sodium 
chloride in Addison’s disease is due to the specific 
action of the sodium ion. There is no danger of 
overburdening the heart so long as the tissues are 
dehydrated, and provided the fluid is not adminis- 
tered too rapidly, i.e., five hundred cubic centimeters 
of one and two-tenths per cent saline each hour, and 
as much as four or more litres of fluid in twenty- 
four hours. In diabetic acidosis it is more important 
to overcome the dehydration than to treat the high 
blood sugar. Sodium lactate and sodium bicarbonate 
have been used; but probably have no advantage 
over sodium chloride. Intravenous glucose has cer- 
tain advantages, but is of no use unless the electro- 
lytes are also restored, and should not be used in 
postoperative collapse. Gum acacia has not proved 
to be useful because of the frequent occurrence of 
unfavorable reactions. 

In an attempt to decrease the vascular bed vaso- 
constricting drugs, such as epinephrine, may give a 
transient effect with an elevation of venous pressure 
and an increase in cardiac output. The usual method 
of administration is to add the drug to the intra- 
venous saline. In coronary thrombosis it must be 
remembered that there is a severe lesion of the 
heart, and that the collapse is a protective measure, 
and that, therefore, it is necessary not to attempt 
to increase the venous return unless the patient 
becomes pulseless, at which time intravenous epi- 
nephrine may be administered. 


HARVARD MEDICAL SOCIETY 


Dr. Christian presided over a meeting of the 
Harvard Medical Society held in the Peter Bent 
Brigham Hospital on February 12. The first case 
was presented by Dr. Myhre. A forty-eight year old 
woman was admitted to the hospital in coma. At 
two A.M. she had wakened feeling sick, and vomited. 
The next morning she could not be aroused. Ex- 
cept for occasional fainting attacks her past history 
was negative. Physical examination revealed an 
underdeveloped woman exhibiting occasional clonic 


convulsive spasms with pin-point pupils, bilateral 
Babinskis, and hyperactive reflexes. Laboratory 
findings were normal, except for a blood sugar of 
thirty. She gradually regained consciousness on in- 
travenous glucose and a high carbohydrate diet, al- 
though at the end of her thirteenth day of hospital 
stay she was still disoriented and she had had oc- 
casional attacks of fever lasting seven or eight hours 
at a time. Sugar tolerance and serology studies, as 
well as x-rays of her skull, disclosed no abnormality. 
In the discussion the question of Simmonds’ disease 
was brought up. Dr. Cutler suggested that there 
might be a pancreatic islet cell tumor, although the 
onset in these is usually far more gradual. Diagno- 
sis has not yet been made. 

The second case was presented by Dr. Harrison. 
A twenty-five year old male entered the surgical 
service on December 4, 1934. He had been treated 
since 1933 for an ulcer, and during his present stay 
in the hospital had a gastrectomy followed by two 
blood transfusions. Some days later he developed an 
area of consolidation in his lungs and on February 
fifth an abscess was drained surgically. There 
seemed to be a definite response to arsphenamine 
therapy. Dr. Cutler discussed the case briefly, and 
said that it was typical of a postoperative embolic 
abscess, and that a complete recovery could be ex- 
pected within eight to ten weeks. “Such abscesses,” 
he said, “should be drained before they become 
chronic.” 

Dr. Magnus I. Gregersen spoke on “The Sig- 
nificance of Changes in Plasma Volume as_ De- 
termined by the Dye Method.” The determination 
of blood volume under different methods is of funda- 
mental interest to the physician and the clinician 
in order that they may better understand the fac- 
tors causing a decrease of volume and its rate of 
restoration. In hemorrhage when the vasoconstric- 
tor mechanism overcompensates, the restoration of 
volume appears to be slow while if the vasoconstric- 
tion is less marked the volume returns to normal 
more quickly. Studies of the blood volumes before 
and after operations would allow the surgeon to un- 
derstand more fully the extent of the changes re- 
sulting from his procedures. 

There is a distinct parallelism between thirst, 
salivary flow, and plasma volume. Hemorrhage re- 
duces the salivary flow. A single determination of 
volume is of little value since there may be appre- 
ciable normal variations. Obese people normally 
have a small blood volume. The chief methods used 
for measuring blood volume in men are first, the car- 
bon monoxide method; secondly, the dilution method; 
and thirdly, the dye method. By the carbon monox- 
ide method the blood volume is about forty-five to 
fifty cubic centimeters per kilogram of body weight, 
while by the different dye methods it is about eighty 
cubic centimeters per kilogram. This discrepancy 
may possibly be explained by unequal distribution of 
red cells in the circulation. The blood volume of the 
average man by the dye method is about six thou- 
sand cubic centimeters. 

The determination of the concentration of dye in 


\ 
il 


540 EDITORIAL DEPARTMENT 


N. B. J. OF M. 
MAR. 21, 1935 


plasma with the simple colorimeter is grossly inac- 
curate unless the standard and the unknown are 
nearly the same concentration, because the solvent 
itself (plasma) is colored to some extent. In re- 
peated determinations the presence of residual dye 
accentuates the error. The compensating colorimeter 
(Birker) was designed to overcome this difficulty, 
but bizarre results are apt to be found because of the 
peculiar optical effects in colloidal solutions espe- 
cially when they are turbid. 

The spectrophotometer is used to overcome this 
difficulty. Also the errors caused by hemolysis can 
be avoided by using blue dyes since their absorp- 
tion curves show that they absorb light in a region 
where there is practically no absorption by hemoglo- 
bin. After several dyes had been tried out, T-1824 
was chosen because it disappears very slowly from 
the blood stream (five to eight per cent per hour). 

About four per cent of the dye is lost in the cells 
when the blood is centrifuged, but since the dye can 
be recovered by washing the cell residue and since 
both the dye and the red cells carry negative 
charges, it appears that this small amount of dye 
is trapped in the plasma which is carried down with 
the cells and is not absorbed by them. T-1824 is not 
removed from solution during clotting. The dye 
concentration in the circulation plasma can therefore 
be obtained from serum. 


Dr. John G. Gibson, II, then spoke briefly on “The 
Toxicity of Two Dyes in Plasma Volume Determina- 
tions.” In discussing the toxicity of T-1824, Dr. Gib- 
son pointed out that it is a complex organic com- 
pound of the azo group and belongs to the group 
known as vital dyes. It is very stable. Large doses 
give a diffuse immediate staining to the body which 
is due to the dye’s presence in the capillaries, but 
not in the tissues. Later it is found histologically 
in the Kupffer cells and other parts of the reticulo- 
endothelial system. The dye is eliminated in the 
bile and has very little toxic effect on the paren- 
chymal cells of the liver and kidney in which it is 
taken up. The rate of growth of rats apparently is 
not affected by any but very heavy doses of T-1824. 
The principal pathology present in fatal doses 
seems to be in the lungs where there is a collection 
of phagocytes in the tissues and around the bronchi. 
Vital red is also excreted by the liver unchanged 
and the kidney is unable to excrete either of these 
dyes. In conclusion Dr. Gibson said that T-1824 in 
its purified form is not harmful in doses of two- 
tenths of a milligram per kilogram of body weight. 

In the discussion which followed, Dr. Cutler asked 
whether water restored the normal volume after hem- 
orrhage as soon as transfusion, but the speakers of 
the evening had done no experiments on transfu- 
sion. Dr. Christian spoke on the importance of this 
work, as it has developed a method which is ac- 
curate enough to be of definite use to the clinician. 


MYOCARDIAL INSUFFICIENCY 


Dr. Henry A. Christian delivered a lecture at the 
Peter Bent Brigham Hospital on the morning of the 


eighteenth of February on “Myocardial Insufficiency.” 
This group of cardiac patients contains more cases 
of adult heart disease than any other type, making 
up from fifty to seventy-five per cent of the reported 
cases of heart disease in this age group. This myo- 
cardial disturbance with normal cardiac valves in- 
creases in direct proportion to age. With the ex- 
ception of aortic stenosis, the valvular type of heart 
disease is distinctly uncommon in the older patient. 
Many terms are used to describe myocardial insuf- 
ficiency; among others are chronic myocardial dis- 
ease, chronic myocarditis, myocardosis, chronic non- 
valvular heart disease, hypertensive heart disease, 
and arteriosclerotic heart disease. Perhaps the 
best of these terms is chronic myocardial disease, ° 
since the ending “itis” has come to connote inflam- 
mation; often there is no hypertension, and it is not 
due to arteriosclerosis. The essential lesion is in 
the myocardium, although pathologically an organic 
lesion often cannot be found and the mechanism is 
not understood. Since many do not have hyperten- 
sion, the myocardial insufficiency cannot be ex- 
plained on an increased peripheral resistance. Dr. 
Christian emphasized the fact that it is very rare 
for syphilis to play any part in this type of heart 
disease, although there may be coincidental luetic 
infection. Syphilis occasionally affects the coronary 
vessels, but not the cardiac muscle, and in general 
it may be said that the effect of lues stops at the 
aortic cusps. 

The symptoms and signs of cardiac failure are the 
most important points in the diagnosis of this con- 
dition. Almost always there is cardiac enlargement. 
Murmurs are of no diagnostic or prognostic sig- 
nificance. Many cases have no murmurs, although 
often there is a systolic murmur due to dilatation 
of the heart, and this murmur may have any degree 
ot loudness and harshness. In consideration of 
diastolic murmurs we must distinguish those sig- 
nificant of organic valvular disease and those which 
are not. Frequently there is a presystolic thrill and 
murmur at the apex without any mitral stenosis 
especially in patients with hypertension. Also we 
are apt to find a diastolic murmur immediately after 
the second sound at the base, similar to that of 
aortic insufficiency; usually this is due to a dilata- 
tion of the aortic orifice, or more commonly the pul- 
monary orifice. 

The cardiac rhythm is not of any great sig- 
nificance. Extrasystoles are frequent and auricu- 
lar fibrillation is common in the late stages of this 
condition. One group of patients with myocardial 
disease have a regular rhythm at a rate which is 
not accelerated at rest, and in this type we are apt 
to confuse the condition with renal failure. Be- 
cause of the excellent response to cardiac treatment 
it is important to diagnose correctly this type. The 
quality of the sounds does not aid us particularly in 
the diagnosis, as they may »e entirely normal, al- 
though a gallop rhythm is of some help, and, in 
general, gives a poor prognosis. However, the most 
significant prognostic evidence is secured from the 
observation of a pulsus alternans which implies a 
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poor prognosis unless the cardiac rate is very rapid 
as in paroxysmal tachycardia when it means noth- 
ing. 

The treatment is the same as for other chronic 
cardiac insufficiencies. Digitalis is apt to be more 
effective in this group where the valves are not 
diseased, because of its direct effect on cardiac 
muscle, and also because this type of cardiac fail- 
ure tends to occur in older individuals in whom 
there is a decreased water content of the myocar- 
dium, since digitalis has a distinct hydrophilic ef- 
fect. Digitalis is tolerated well and mouth dosage 
is adequate usually, although it may be poorly ab- 
sorbed at first because of severe congestion of the 
intestinal mucosa, in which case the intravenous 
or intramuscular route must be used for a few 
days. Some of these patients are apt to vomit 
considerably and for them the rectal route works 
well. 

The diuretic drugs are particularly valuable in 
this group of patients. Doctor Christian discussed 
the pharmacology of the diuretics, saying that they 
could be divided into two large classes; first, the 
xanthine, and secondly, the mercurial. Mercury was 
used a long time ago, fell into disuse and has been 
rediscovered recently. Of the xanthine group caf- 
feine has only a fair diuretic action, theobromin is 
somewhat more active, and theophyllin and its com- 
pounds are the most effective of the group. The 
chief mercurial diuretics are merbaphen (novasurol), 
containing thirty-four per cent mercury, mersalyl 
(salyrgan) somewhat less toxic than merbaphen 
though containing more mercury, and mercupurin 
which is a combination of a mercury salt with theo- 
phyllin. In general, the higher the mercury content 
without toxicity, the greater is the diuretic action. 


Clinically both diuretic groups may be used. Ap- 
parently they do not work on the kidney in the 
same way in all cases. One diuretic may work bet- 
ter on one individual than another, and all the 
mercury diuretics have the disadvantage that they 
must be given intramuscularly or intravenously, 
while the xanthine group can be given by mouth. 
Much experimental work has been done to discover 
the mode of actions of these diuretics. Theoreti- 
cally they may have one or more of the following 
actions: first, they may cause an increased blood 
flow to the kidney as a whole; secondly, open up 
more glomeruli; thirdly, increase the blood flow in 
the afferent arteriole of the glomerulus; fourthly, 
cause a contraction of the efferent arteriole of the 
glomerulus which likewise will increase the intra- 
glomerular pressure; fifthly, increase the perme- 
ability of the membrane of the glomerulus; and 
sixthly, decrease tubular reabsorption. Besides the 
above possibilities the diuretics may act extrarenally 
by changing the affinity for water of the colloids, or 
affecting the fixation, of the electrolytes in the tis- 
sue, and consequently their amount in the blood. 
Schmitz, Bartram and Fulton, among others, have 
recently reviewed these data. Evidence has accu- 
mulated that both the direct action on the kidney 
as well as extrarenal action may be factors, and it 


has been amply demonstrated that different diuret- 
ics act in a different way in individual animals as 
well as in individual species. Clinically it is im- 
portant to remember that the different diuretics 
have different modes of action and that the sub- 
groups have individual differences, and that it is, 
therefore, advantageous to try several diuretics in 
an attempt to increase the urinary output when such 
is desired. 


MIDDLESEX SOUTH DISTRICT MEDICAL 
SOCIETY 


A meeting of the Middlesex South District Medical 
Society was held March 7, 1935, at noon, at the Hotel 
Continental, Cambridge, Mass. One hundred and 
fifty-six Fellows were present at the dinner. 

The meeting was called to order by the President, 
Dr. Allen E. Blake. The minutes of the previous 
meeting were accepted unread. Dr. Alexander A. 
Levi, Secretary, then read various communications; 
one from Dr. Walter P. Bowers urging the members 
of the Society to write the advertisers in the Journal 
for samples. He stated in his letter that “this would 
be of great advantage to us and would relieve the 
Society of some expense in maintaining this pub- 
lication”. 

Dr. Levi next read a copy of Resolutions which 
were adopted at the previous meeting. The follow- 
ing letter containing these Resolutions, which had 
been mailed to the Superintendents of sixteen hos- 
pitals in the District, was then read: 


“Dear Superintendent: 

“The following Resolutions were unanimously 
passed at a recent meeting of the Middlesex South 
District Medical Society. Since your hospital is in 
this District, these Resolutions are respectfully sub- 
mitted to you for your consideration. 

“It is the hope of this Society that you will bring 
this letter to the attention of the Board of Trustees 
of your institution; and that you will favor us with a 
statement of the attitude of your trustees on this 
matter. 

“Resolutions adopted: 

“1. That the Trustees of Hospitals in this district 
be requested to make all industrial accident cases, 
private patients in the hospital. 

“2. That the Trustees of Hospitals in this district 
be requested to require from each patient applying 
for ward service, a letter from a physician certifying 
that it is a suitable case for such service.” 


Very truly yours, 
(Signed by the Secretary.) 


A summary of answers received was then read by 
the Secretary. The resolutions were referred to the 
Trustees in two instances, namely, The Cambridge 
Hospital, and Leonard Morse (Natick) Hospital. 

No reply was received in® five instances, namely, 
The Emerson Hospital (Concord); Framingham 
Hospital; Malden Hospital; Marlboro Hospital and 
Lawrence Memorial Hospital (Medford). 
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The Resolutions were adopted by nine hospitals, 
namely, The Symmes Arlington, Middlesex, Whid- 
den Memorial, Framingham Union, Newton, Somer- 
ville, Waltham, Winchester and Charles Choate Me- 
morial (Woburn) Hospitals. A number of these hos- 
pitals already had the plans in operation. 


Dr. Elmer C. Barron announced that the Malden 
Hospital, and Dr. C. W. Smith that the Marlboro 
Hospital had adopted the Resolutions, but no reply 
had been sent to this effect. 


Dr. O’Brien reported that progress had been made 
by the Joint District Society Committee and that he 
would give a more detailed report at some future 
meeting. 

Dr. Charles E. Mongan called attention to medical 
legislation and urged the doctors to become politi- 
cally conscious. He made the following motion, 
which was passed by a unanimous vote: 


“Resolved: The Middlesex South District Medical 
Society of the Massachusetts Medical Society, in 
meeting assembled March 7, 1935, heartily approves 
the action taken by the House of Delegates of the 
American Medical Association at the special meet- 
ing held at Chicago on February 15 and 16, 1935, in 
regard to the medical aspects of the proposed Fed- 
eral Economics legislation.” 


The members of this District were urged to obtain 
and read pamphlets prepared by the Bureau of Medi- 
cal Economics, of the American Medical Association, 
Chicago. The pamphlets explained sickness insur- 
ance and the one especially referred to is entitled 
“Sickness Insurance Catechism.” 


The business meeting was then adjourned. 


Dr. Harold A. Chamberlin, Professor of the De- 
partment of Urology at the Tufts College Medical 
School, delivered a paper entitled “Hematuria—lIts 
Significance as a Symptom.” The paper was illus- 
trated by lantern slides and was exceedingly in- 
formative. 

ALEXANDER A. LeEvI, M.D., Secretary. 


THE NORFOLK DISTRICT MEDICAL SOCIETY 


A regular meeting of the society will be held in the 
Walter E. Fernald State School, Waverley, Mass., 
Tuesday, March 26, 1935, at 3 P.M. Telephone Wal- 
tham 3600. 


PROGRAM 


Visit institution, 3 to 4 P.M. 
Demonstration, 4:15 to 4:45 P.M. 
Presentation of cases, 5 to 5:30 P.M. 
Business meeting, 5:45 P.M. 
Collation, 6:15 P.M. 


Your Executive Committee suggests that the invi- 
tation of Dr. Green and his staff affords a special 
privilege for the membefship to visit this fine insti- 
tution and requests the members to make a special 
effort to be on the grounds at 3 P.M. in order that 
they may witness the operation of one of the most 


interesting and important functions of the institu- 
tion—the hospital school, which adjourns at 4 P.M. 
The schoot is about one mile from Waverley Square, 
Belmont, on Trapelo Road, left turn into the grounds. 
FraNnK S. CruIcKSHANK, M.D., Secretary. 
1236 Beacon Street, Brookline. 


INTERNATIONAL ASSOCIATION FOR 
PREVENTION OF BLINDNESS 


The General Assembly of this Association will be 
held in London, England, on Friday, April 5, 1935, 
at 2 P.M., at the House of The Royal Society af 
Medicine, 1 Wimpole Street, during the Congress 
of the Ophthalmological Society of the United King- 
dom, with the following agenda: 


1. Administrative report by the Chairman of the In- 
ternational Association for Prevention of Blind- 
ness. 

2. Scheme of International Classification of the 
Causes of Blindness: 

Opening report by Professor 
(Ghent). 
Discussion. 


3. Hereditary Diseases of the Eye Ending in Blind- 
ness; Their Social Consequences; General Pre- 
ventive Measures: 

Opening report by Professor Franceschefjti 
(Geneva). 
Discussion. 


van Duyse 


NEW ENGLAND PEDIATRIC SOCIETY 


Fripay, Marcu 22, 1935 
AFTERNOON SESSION 


Massachusetts General Hospital 
Upper O. P. D. Amphitheatre 
4:30 P.M. Demonstration of Cases, Staff Members of 
the Massachusetts General Hospital. 
6:00 P.M. Buffet Supper. Price 60 cents. 
Massachusetts General Hospital. 


Cafeteria, 


EVENING SESSION 


Massachusetts General Hospital 
7:00 P.M. 
1. Classification of Congenital Heart Malformations, 
Paul W. Emerson, M.D., Boston, Mass. 
2. Whooping Cough and Its Prevention, Louis W. 
Sauer, M.D., Evanston, Illinois. 
Henry E. M.D., Secretary. 


MASSACHUSETTS GENERAL HOSPITAL 
Clinical Meeting, Thursday, March 28, 1935. Mose- 
ley Memorial Building, 8:15-10 P.M. ‘ 
PROGRAM 
Presentation of Neurological Cases. 


1. The Selective Follow-Up System of the Massachu- 
setts General Hospital. James B. Ayer, M.D. 
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2. Causes of Convulsions. Stanley Cobb, M.D. 
3. Surgical Treatment of Epilepsy. W. Jason Mix- 
ter, M.D. 
Physicians, medical students, nurses and social 
workers are cordially invited. 
COMMITTEE ON HospiTAL MEETINGS, 

ARTHUR W. ALLEN, Chairman, 
WILLIAM B. Breen, Secretary. 


SUFFOLK DISTRICT MEDICAL SOCIETY 


The March meeting of the Suffolk District Medi- 
cal Society will be held on Wednesday, March 27, 
1935, at 8:15 P.M., at the Boston Lying-In Hospital. 


PROGRAM 


Discussion on ‘Pathological Ova.” Dr. Arthur T. 
Hertig. 
Demonstration on “Diabetes in Pregnancy.” Dr. 
David Hurwitz, Dr. Frederick C. Irving. 
GrorGE P. REYNOLDS, M.D., Secretary. 


HARVARD MEDICAL SOCIETY 


The next meeting of the Harvard Medical Society 
will be held in the Peter Bent Brigham Hospital 
Amphitheatre (Shattuck Street Entrance), Tuesday 
evening, March 26, at 8:15 P.M. 


PROGRAM 


Presentation of Cases. 

The Circulation in Normal and Hypertrophied 
Hearts. By Dr. Joseph T. Wearn, Professor of Medi- 
cine, Western Reserve Medical School, Cleveland, 


Ohio. 
The Establishment of Collateral Blood Channels 


to the Heart by Operation. By Dr. Claude S. Beck, 
Associate Professor of Surgery, Western Reserve 
Medical School, Cleveland, Ohio. 

MARSHALL N. Futon, M.D., Secretary. 


SOCIETY MEETINGS, 
CONGRESSES AND CONFERENCES 


CALENDAR OF BOSTON DISTRICT FOR THE WEEK 
BEGINNING MONDAY, MARCH 25, 1935 


Monday, March 25— 
8:15 P.M. New England Heart Association. Evans 
Building at the Massachusetts Memorial Hos- 
pitals, 82 East Concord Street, Boston. 


Tuesday, March 26— 

1:30 P.M. Radio Program—WEEI. ‘“Amebic Dys- 
entery.”’ 

¢2:30-4 P.M. Ward visit, Massachusetts Eye and Ear 
Infirmary. 

t4-5 P.M. Seminar, Pediatric Laboratory, Massachu- 
setts General Hospital. 

4:30 P.M. Radio Program—WBZ. “Public Health 
in Massachusetts in 1934.” 

8:15 P.M. Harvard Medical Society. Peter Bent 
Brigham Hospital Amphitheatre (Shattuck Street 
entrance). 


Thursday, March 28— 

*12 M. Clinico-Pathological Conference. Massachu- 
setts General Hospital. 

$12 M. Clinico-Pathological Conference. Children’s 
Hospital. 

*3:30 P.M. Medical Clinic. Dr. Christian. Peter Bent 
Brigham Hospital. 

44:30 P.M. Surgical Clinic. Children’s Hospital Am- 
phitheatre. 


*8:15-10 P.M. Massachusetts General Hospital, Clin- 
ical Meeting. Moseley Memorial Building. 


Friday, March 29— 


t12 M. Clinical Meeting of Children’s Medical Staff, 
Massachusetts General Hospital. Ether Dome. 


5 P.M. Radio Program—WEEI. “Cancer Clinic 
1934.’" “Cancer Program.” 


Saturday, March 30— 


*10-12. Medical Staff Rounds. Dr. Christian. Peter 
Bent Brigham Hospital. 


*Open to the medical profession. 
tOpen to Fellows of the Massachusetts Medical Society. 


Fee 22—New England Pediatric Society. See page 


_ March 25—New England Heart Association will meet 
in the Evans Building of the Massachusetts Memorial 
Hospitals, 82 East Concord Street, Boston, at 8:15 P.M. 

March 26—Harvard Medical Society. See notice else- 
where on this page. 

March 28—Clinic at the Peter Bent Brigham Hospital. 
See page 533. 

March 28—Massachusetts General Hospital, Clinical 
Meeting. See page 542. 

April 5—International Association for Prevention of 
Blindness. See page 542. 


MASSACHUSETTS DIETETIC ASSOCIATION 


April 9—Tuesday, 8 P.M. ‘Small Hospital Problems,” 
nog Margaret Copeland, Superintendent, Free Hospital 
or Women. 


April 12—William Harvey Society. Dr. Jonathan C. 
Meakins, President American College of Physicians, will 
speak on “‘Cardiology During the Past Three Hundred 
Years-—The Legacy of William Harvey.” 

April 23—The Massachusetts Society for Social Hygiene 
will meet at the University Club, Boston. For information 
address Dr. E. Granville Crabtree, 99 Commonwealth 
Avenue, Boston. 

April 25, 26, and 27—The American Association on Men- 
tal Deficiency will meet at the Palmer House, Chicago. 
For information address the Secretary, Dr. Groves B. 
Smith, Godfrey, Illinois. 

April 29 - May 3, 1935—The American College of Physi- 
cians will meet at Philadelphia. For information address 
Mr. E. R. Loveland, Executive Secretary, 133-135 South 
36th Street, Philadelphia, Pa. 

June, 1935—Medical Library Association will meet in 
Rochester, N. Y. For details, address the Secretary: 
Miss Frances N. A. Whitman, Librarian, Harvard Uni- 
ate Schools of Medicine and Public Health, Boston, 

ass. 

June 11—American Heart Association. The Eleventh 
Scientific Session will be held from 9:30 A.M. to 5:30 P.M., 
at the Hotel Claridge, Atlantic City, N. J. The program 
will be devoted to various subjects on cardiovascular 
disease. Gertrude P. Wood, Office Secretary, 50 West 
50th Street, New York, N. Y. 

June 12 and 13—Academy of Physical Medicine, Annual 
Meeting, will be held at the Claridge Hotel, Atlantic City, 
N. J. For further details address: Arthur H. Ring, M.D., 
Secretary-Treasurer, Arlington, Mass. 

June 17 to 21—Convention of the Catholic Hospital As- 
sociation will be held at Creighton University, Omaha, 
Nebraska. For information address the Most Reverend 
Joseph Francis Rummel, D.D., Bishop of Omaha. 

June 27-29 inc.—British National Association for the 
Prevention of Tuberculosis will be held at Southport, 
England. Persons desiring further information should 
write to Miss F. Stickland, Secretary of the Association 
at Tavistock House North, Tavistock Square, London, 
W. C. IL. England. 

July 22-27—Seventh International Congress on Indus- 
trial Accidents and Diseases, Brussels, Belgium. The 
American Committee of the Congress is under the chair- 
manship of Dr. Fred H. Albee, New York, for the Sec- 
tion on Accidents, and that of Dr. Emery R. Hayhurst, 
Columbus, Ohio, for Industrial Diseases. The American 
delegation to the Congress wili sail from New York on 
July 8 and visit London, Amsterdam, The Hague and 
Paris, and, optionally, Budapest. Physicians interested 
in the Congress or in the medical tour in conjunction 
with it, may address the Secretary, Dr. Richard Kovacs, 
1100 Park Avenue, New York City. 


DISTRICT MEDICAL SOCIETIES 
ESSEX NORTH DISTRICT MEDICAL SOCIETY 


The Annual Meeting will be held in May. Time, place 
and subject to be announced. 
E. S. BAGNALL, M.D., Secretary. 
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FRANKLIN DISTRICT MEDICAL SOCIETY 
Meeting will be held on the second Tuesday of May 
at the Weldon Hotel, Greenfield, Mass. 
CHARLES MOLINE, M.D., Secretary. 
Sunderland. 


MIDDLESEX EAST DISTRICT MEDICAL SOCIETY 


May 8—Winchester. 
K. L. MACLACHLAN, M.D., Secretary. 


1 Bellevue Street, Melrose. 
NORFOLK DISTRICT MEDICAL SOCIETY 
March 26—See page 542. 


May—Annual Meeting. 
announced. 


PLYMOUTH DISTRICT MEDICAL SOCIETY 
April—Lakeville Sanatorium. 


SUFFOLK DISTRICT MEDICAL SOCIETY 
March 27—See page 543. 
April 24—Clinical Meeting at the Children’s Hospital. 
The medical profession is cordially invited to attend 
these meetings. 
ROBERT L. DeNORMANDIE, M.D., President. 
GEORGE P. REYNOLDS, M.D., Secretary. 


WORCESTER DISTRICT MEDICAL SOCIETY 


April 10—Wednesday evening. Worcester Hahnemann 
Hospital, Worcester, Mass. 6:30 P.M.: Dinner. 7:30 P.M.: 
Scientific program and business session. Announcement 
of subjects and speakers to be presented at a later date. 
Dinner complimentary by the Hospital. 


May 8—Wednesday afternoon and evening. 
Meeting of the Worcester District Medical Society. The 
time and place of this meeting will be announced later. 

ERWIN C. MILLER, M.D., Secretary. 


27 Elm Street, Worcester. 


BOOK REVIEWS 


Applied Anatomy. The Construction of the Human 
Body Considered in Relation to Its Functions, Dis- 
eases and Injuries. Ninth Edition. By Gwilym G. 
Davis. 717 pp. Philadelphia: J. B. Lippincott 
Company. $9.00. 


Ever since its first appearance in 1910, Davis’ Ap- 
plied Anatomy has occupied a standard position in 
the textbook literature of its subject, having neither 
the elaborate detail of Deaver’s work nor the suc- 
cinct brevity of Treves’ manual. For nearly twenty- 
five years it has admirably fulfilled its avowed pur- 
pose of teaching surgical principles through the 
medium of anatomic relations, and considering the 
construction of the human body in relation to its 
functions, diseases, and injuries. During this lapse of 
time, the book has undergone a number of revisions 
mainly in the nature of insertions into the original 
text. The editor of this ninth edition, Dr. George 
P. Muller, has undertaken to bring the book to date 
by entirely rewriting many of its sections and to this 
end has associated with him a group of five collabora- 
tors in special fields. Dr. Alpers has rewritten the 
sections on the brain and spinal cord; Dr. Kim- 
brough those on gynecology, and Dr. Moorehead 
those on urology. Similarly, Dr. Ravdin has made 
extensive revisions in the chapters on the abdomen 
and Dr. Weeder has revised the sections devoted to 
the extremities. A number of new illustrations by 
Erwin F. Faber have been added, bringing the total 
number to 674, many of which are in colors. It is 
noteworthy that the use of the B. N. A. nomenclature 
has been extended but that it has not been made 
exclusive, a practice which, in those instances in 
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which it has been applied to a semi-clinical work, has 
been found not wholly satisfactory. Both to teach- 
ers and to students of applied anatomy, as well as 
to practitioners in surgery and the surgical special- 
ties, this book remains one of the best available both 
for study and reference. 


A Complete 
By Josephine 
Little, 


Healthy Babies Are Happy Babies. 
Handbook for Modern Mothers. 
Hemenway Kenyon. 321 pp. Boston: 
Brown & Company. $1.50. 


This “complete handbook for modern mothers’’ is, 
in the opinion of the reviewer, one of the best books 
on the care of the infant and young child that has 
come to his attention. Starting with detailed instruc- 
tions on the mother’s care of herself during preg- 
nancy and the preparations for the baby, it deals 
with the young subject chronologically, being com- 
posed largely of chapters concerning his routine, 
his diet, his clothing and his general care at various 
increasing ages. Chapters are also included on the 
premature baby, the common communicable diseases 
and emergencies. 

Dr. Kenyon has done what few other authors of 
books of this type have been able to do—she has 
written from the viewpoint of a woman and a mother, 
as well as a pediatrician and, as the jacket foreword 
says, she “has tried to anticipate what every mother 
needs to know, beginning months in advance of birth. 
Not only is the medical information the result of the 
most modern practice, but the book is full of new 
labor-saving and time-saving suggestions”. The style 
is clear and readable, only occasionally drawing near 
to the borderline of sentimentality. 


Electrocardiography. By Chauncey C. Maher. 250 
pp. Baltimore: William Wood & Company, i934. 
$4.00. 


This new addition to electrocardiography is a sim- 
ple review of a subject that has become more and 
more important in recent years. Familiarity with 
this topic which used to be confined to only a few, 
is now found necessary by many. The subject is 
briefly stated in this volume and is well illustrated 
by the electrocardiograms and x-rays in the various 
figures. Apart from a discussion of the disturbances 
in the mechanism of the heart beat which the elec- 
trocardiograms detect, the author very properly em- 
phasizes the importance of adequately indicating 
the diagnosis of heart disease. He follows the ter- 
minology introduced by the American Heart Asso- 
ciation in including under diagnosis an etiologic, 
anatomic, physiologic and functional statement. It 
is a little disappointing that more is not said about 
lead 4, which though recently introduced is becoming 
of distinct importance in the diagnosis of coronary 
thrombosis. The book makes easy reading, is very 
clearly written and illustrated, and can be recom- 
mended to those who are starting to learn electro- 
cardiography, despite an error in fig. 34 which should 
read 3 to 2 heart block. 


| 


